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INTRODUCTION 


To: THE MINISTER OF HEALTH. 
THE MINISTER OF EDUCATION. 
THE SECRETARY OF STATE FOR SCOTLAND. 


GENTLEMEN, 


You appointed us in September, 1953, with the following Terms of 
Reference: 


“To advise on the proper field of work, the recruitment and training of 
Health Visitors in the National Health Service and School Health Service.” 


We have regarded ourselves not as a representative body but as persons 
acting independently of any organisation to review the ascertainable facts 
and opinions about a body of work with which we are in varying degrees 
familiar through our working experience. We have, however, had the advan- 
tage of the help of a Steering Committee, appointed by you, who are repre- 
sentative of a wide range of opinion and experience in the services concerned 
and for the most part nominated by organisations directly concerned with their 
working. As with previous similar enquiries the professional organisations 
of Health Visitors were not represented in order, we understand, to leave 
them complete freedom of action. 


Although the association of Working Parties such as ours with Sieciine 
Committees has become the usual practice in recent years, we think the 
relationship of the two bodies may not be generally understood. The principal 
function of the Steering Committee is to advise on the general form of the 
inquiry, on the sources of information and evidence and on the policy of 
any bodies that are represented. It might in fact more aptly be termed an 
Advisory Panel. We have received valuable help from the Steering Com- 
mittee and have given full consideration to the advice offered us. We have, 
however, had no constitutional obligation to accept their views. We feel it 
necessary, therefore, to record that we accept sole responsibility for what is 
said in our report which does not necessarily represent the views of, or in 
any way commit, either the individual members of the Committee or any 
of the organisations that may have nominated them. 


In all we have met on twenty-two occasions in London. Two of these 
meetings have been held jointly with the Steering Committee and on other 
occasions individual members have joined in. our private meeting. We have 
also held six meetings at other centres in Great Britain. 


We should like to record our sincere appreciation of the willing and 
valuable help given to us not only by the Steering Committee but by local 
authorities and other bodies and many individuals—notably in the course 
of our visits and local surveys. Our thanks are due also to our Secretaries 
who have carried out a difficult task to our complete satisfaction, and to 
their staff and the typing and other services provided by the Departments. 


Vv 
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We now have the honour to present our report to you. It is long and for 
convenience a summary of our main conclusions and recommendations 


immediately follows this introductory note. 
| WILSON JAMESON (Chairman). 
A. BEAUCHAMP. 
K. C. CHAMBERS. 
E. HIMSworTH. 
E. STEPHENSON. 
J 


. F. WaARIN. 


R. PRONGER 
M. H. Cook 


C. E. CauLcorTt, Assistant Secretary. 


baoins Secretaries. 


SUMMARY OF MAIN CONCLUSIONS AND 
RECOMMENDATIONS 


BELOw are summarised the main conclusions and recommendations contained 
in Chapters X to XV of the Report. These do not exhaustively cover the 
points made in the text and are intended also to be read in the light of the 
general review in Chapter IX. 


FIELD OF WORK AND FUNCTIONS OF HEALTH VISITORS 


(i) Functions. The functions of Health Visitors should primarily be health 
education and social advice; they may usefully undertake other functions 
but these should arise from or be incidental to their primary functions. In 
carrying out all their functions, Health Visitors should have full regard to 
the needs of the family and the part played by other workers. (Paragraph 
293.) 


(ii) Present Field of Work. 'Though less frequent attention may need to 
be given to the physical care of mothers and young children in many cases, 
more attention will have to be paid to mental hygiene. While the intensity 
of visiting may vary, Health Visitors should keep some contact with all 
families where there are children. This is a major task and over-concentra- 
tion on a few cases or on new work carries risks unless there are enough 
staff ; proper attention to maternity and child welfare need not, however, 
preclude extension to other fields. (Paragraphs 294-296.) 


(iii) In the School Health Service there is an important field for the quali- 
fied Health Visitor but her time is often wasted on duties not demanding 
her full skill. Duties should be re-arranged to avoid this and other staff 
engaged if need be. On the other hand, the Health Visitor might be an 
invaluable addition to the child guidance service. She could do more for 
handicapped children and might play a larger part in health education in 
schools. We strongly support the policy of amalgamating the Health Visiting 
services of the local health and education authorities. (Paragraphs 297-301.) 


(iv) New Possibilities of Service. Health Visitors have been primarily 
concerned with the prevention of ill-health among the healthy, but they have 
also, for example, played a large part in tuberculosis work and this should 
in future be regarded as a field of work calling for the services of qualified 
Health Visitors. (Paragraphs 302-303.) 


(v) Tuberculosis work shows how Health Visitors can play a prominent 
part in the development of hospital after-care as a whole. Where after-care 
measures are necessary for the recovery and the welfare of the patient and 
his family, the Health Visitor has a part to play. She will necessarily work 
with the family doctor in such matters. (Paragraph 304.) 


(vi) The general practitioner is now much more concerned with the health 
of whole families and especially with mothers and children, with the prob- 
lems of old age, handicap and chronic illness and with the preventive and 

Vil 
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social aspects generally of illness. He is tending to become the clinical leader 
of the domiciliary health services team. The Health Visitor is admirably 
placed to help him. She could be useful to him in any part of his practice 
where health education and social advice are desirable. (Paragraphs 305- 
307.) 


(vii) Health Visitors can play an important, if unspectacular, role in rela- 
tion to mental health. While their main importance may be in helping mothers, 
they should be able to take account of psychological factors in any case with 
which they deal. In established mental illness experts are needed, but the 
Health Visitor can help in suitable cases. (Paragraphs 308-310.) 

(viti) The Health Visitor can do much to help the aged whether or not in 
need of medical care. She can assist in the ascertainment of their social 
needs and should be brought into schemes for official or unofficial help. She 
may play a similar part in the care of handicapped adults (but will be less 
closely concerned than in the case of children). (Paragraphs 311-312.) 


(ix) She should undertake the supervision of mentally defective children 
as part of her normal home-visiting duties, seeking specialist help where 
needed. The care of older defectives will usually call for the services of 
a specialist. (Paragraph 313.) 

(x) A Family Visitor. In association with the general practitioner, the 
Health Visitor will be concerned with a wider range of families than any 
other comparable worker. She will be in touch with the various family health 
and welfare teams. She has thus the opportunity to act as a common point 
of reference and source of standard information, a common adviser on health 
teaching—a “common factor” in family welfare. In the ordinary course of 
her work and without exceeding her competence, she could be in a real sense 
a general purpose family visitor. (Paragraphs 314~316.) 


Tue STATUS OF HEALTH VISITORS AND THEIR RELATIONSHIPS WITH OTHERS 


(xi) Status of the Health Visiting Service. The work of the Health Visitor 
is distinct from that of both nurses for the sick and social workers. While 
she will base her work on the advice of medical and social experts, she 
will exercise her own judgment in applying it to her work with families. 
She will be truly a medico-social worker—playing a full part in both 
preventive medicine and social action. The Health Visitor’s work will extend 
to a wider variety of cases and she will be more concerned with non- 
medical aspects. Administrative arrangements should take account of this. 
She should be answerable to her own professional head and the latter in 
turn to the medical officer of health. (Paragraphs 317-318.) 


(xii) While retaining individual responsibility for their own families Health 
Visitors should, where possible, work in small teams covering one area 
for all purposes. They should have a proper base—possibly at a clinic— 
with facilities for private consultation, clerical help and a telephone, and 
should be free to organise their day to day work and co-operate with 
other workers without detailed central control. Their location should be 
widely known. (Paragraphs 319-321 and 323.) 
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(xiii) At maternity and child welfare clinics, Health Visitors should be 
able to concentrate on health education and they should be relieved of duties 
that distract them from this. (Paragraph 322.) 


(xiv) Co-operation with Home Nurses and Midwives. The association 
of Health Visitors and home nurses with general practice will make their 
close co-operation essential; the future training of both should do more 
to prepare them for this. While the midwife will have the major concern 
with the ante-natal and neo-natal periods, the Health Visitor has an 
important educational role. Where the midwife is called on to assess the 
need for admission to maternity hospitals, the Health Visitor should be 
consulted. She should usually take responsibility for care on the mother’s. 
discharge from hospital or, in home confinements, from the fourteenth day. 
There should be a case discussion and joint visit at this juncture. (Paragraphs. 
324-326.) 


(xv) Combined Work. The weight of opinion is in favour of full-time 
Health Visitors. It seems likely that Health Visiting as we visualise it 
for the future will call for a full-time highly trained worker. We do not 
recommend therefore that combined work should be a general principle 
of organisation but see no sufficient grounds for altering the arrangements 
in areas where combined work is the established practice, provided all such 
workers are qualified Health Visitors. (Paragraphs 327-329.) 


(xvi) General Practice. The relationship of the Health Visitor with the 
general practitioner will be more like that between consultant and almoner 
in hospital than the relationship of doctor to nurse. Co-operation will be 
easiest where Health Visitors are organised in area teams; liaison arrange- 
ments can meet the needs of scattered practices. The first step to co-operation 
is the development of a common local policy between the local health 
authority and general practitioners; the second, to arrange for Health 
Visitors and general practitioners to meet; the third, to channel all the 
doctors’ less urgent, complex or technical demands for local authority services 
through the Health Visitor. (Paragraphs 330-332.) 


(xvii) Hospitals. Health Visitors must have a close working arrangement 
and personal contact with almoners and ward-sisters. Hospitals must 
provide relevant information and know where Health Visitors can be found. 
The special case of tuberculosis illustrates the relationship with hospital 
out-patient departments. The Health Visitor’s work should be strictly related 
to her functions and extraneous duties should be performed by others. 
(Paragraphs 333-334.) 


(xviii) Social Workers. Wherever there is a need for home visiting for 
family welfare purposes, consideration should be given to the help that 
can be given by the Health Visitor, already in touch with the family for 
other purposes, to avoid duplication of visiting and the creation of new 
types of staff. In some sorts of cases the social case-worker has special 
advantages. A vital aspect of Health Visiting will be recognition of such 
cases, ability to find the right kind of help and ability to co-operate in any 
measures taken. (Paragraphs 335-336.) 


(xix) Specialisation in Health Visiting. We deprecate specialisation because 
it narrows the field of interest, complicates family visiting, reduces the 
opportunity for service by the general duties staff and thus lessens the 
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attractiveness of the profession. Much of what is now specialised could 
be incorporated in general duties. If specialisation is unavoidable (because 
there is an exceptionally serious problem or special aptitude or training 
is needed), staff should, if possible, retain a small area for general duties 
purposes or return from time to time to general duties work. (Paragraph 337.) 


(xx) Group Advisers. Some experienced Health Visitors have exceptional 
ability and, with further training, could occupy “group adviser” posts 
intermediate between general duties and administrative staff with increased 
responsibilities. They could provide close support for general duties staff 
over the whole range of duties, act as the medium of referral in difficult 
cases and themselves take over cases needing intensive work. They would 
organise liaison with other professional groups, co-ordinate health education, 
arrange for students to get practical experience and take new recruits under 
tutelage until well established. They would help with the further education 
of staff. The grade should be in course of time a step towards administrative 
and teaching posts. (Paragraphs 338-339.) 


THE TRAINING OF HEALTH VISITORS 


(xxi) Maternity Training. Part I of the midwifery examination is not a 
satisfactory preparation for Health Visitors’ work of health education in 
the ante-natal and neo-natal period. Special courses of not more than three 
months’ duration would enable students to gain sufficient knowledge and 
experience of maternity care for their purposes as domiciliary workers. The 
courses should be organised by the Health Visitor training bodies, in con- 
junction with those responsible for midwifery training. When courses are 
established, Part I of the midwifery qualification should accordingly cease 
to qualify students for entry to Health Visiting training. (Fully trained 
midwives would of course be admitted without further training.) (Paragraphs 
341-345.) 


(xxii) Nurse Training. Objections to nurse training as an element in 
Health Visitor training are outweighed by the practical advantages, especially 
in view of changes in the aims of nurse-training and of the widening of 
student nurses’ hospital experience. The training must, however, be of the 
character of general nursing. In the light of experience it would be unwise 
to recommend that registration as a nurse should cease to be one of the 
qualifications of Health Visitors. (Paragraphs 346-350.) 


(xxiii) Public Health Training. Courses should aim not at producing the 
complete Health Visitor but at providing a clear picture of family health 
and welfare services and giving the essential additional technical knowledge. 
Only students should be selected who have the qualities to take such a 
course and become successful practitioners ; moreover, new recruits should 
not be expected by employers to assume full responsibility at once without 
guidance and support. (Paragraphs 351-353.) 


(xxiv) Courses should be practical in their approach to all aspects of 
the work. They will build on the foundation of nurse and maternity training, 
adding new knowledge and relating previous knowledge to the facts of 
domiciliary practice, especially in association with general practitioners and 
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hospitals. Practical knowledge of home management is necessary. A know- 
ledge of the social service agencies likely to be available in an area and 
how to work with them is essential. Much emphasis should be laid on 
the family welfare aspects of all visiting and on “ mental hygiene”. Teaching 
methods should aim at maximum student participation and practical experi- 
ence should be given wherever possible. (Paragraphs 354-359.) 


(xxv) The length of the public health course should be at least nine and 
need not exceed twelve months. The overall length of training would be 
four years or four years and three months. (Paragraph 360.) 


(xxvi) Integrated Courses. The best method of training Health Visitors 
would be by integrated courses, embodying maternity, nurse and public 
health training and keeping the eventual career in view from the outset. 
One such course is already at an advanced stage. We endorse such experi- 
ments and hope that eventually integrated courses will be the mode of 
training of the majority of recruits. 


Integrated courses are intended for direct entrants to Health Visiting. 
These may not be attracted in the numbers hoped for unless the total period 
of training can be shortened. We hope that the possibility of shortening the 
nurse training element in integrated courses—without reducing their effective- 
ness—can be discussed by the training bodies concerned. Integrated courses 
offer special opportunities for such experiments. 


The recommendations of the Nurses’ Working Party (1947) suggest possi- 
bilities of experimentation which would hold marked advantages for Health 


Visitor training. Integrated courses might be an ideal field for experiments 
under the Nurses’ Act, 1949. 


There may well be room for a number of experiments in training for. 
Health Visiting. (Paragraphs 361-364.) 


(xxvii) Further Training. Health Visitors should be given facilities to 
improve their professional knowledge, including attendance at conferences, 
national and local, that bear on their work. All Health Visitors—qualified or 
unqualified—should be enabled to attend refresher courses approved by the 
central training bodies once every five years. (Paragraphs 365-366.) 

(xxviii) Advanced Training. Universities should be invited. to set up 
diploma courses for suitable Health Visitors with at least five years experience. 
to enable them to qualify as “ group advisers ”. (Paragraph 367.) 

(xxix) Adequate tutorial staffs must be trained and one or two special 
university courses will be needed to make good immediate shortages. There- 
after, regular courses would be unnecessary. The diploma courses for group 
advisers should also be an adequate preparation for the junior grade of tutor. 
(Paragraph 368.) | 


ORGANISATION AND FINANCE OF HEALTH VISITOR TRAINING 


(xxx) Training courses for general duties staff would not have the character 
of courses for a university diploma or degree, but it is most desirable that 
universities should be associated with training arrangements at all levels. All 
courses should be within the sphere of influence of a university. (Paragraphs 
369-370.) 
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(xxxi) Central Training Bodies. Apart from the control of the syllabus 
and examinations, the central training bodies would decide where centres 
should be established, approve the constitution of the managing body, the 
administrative arrangements and the curriculum of Health Visitor training. 
They would encourage experimentation especially in integrated training. 
They would approve maternity and refresher courses. They would issue certifi- 
cates of qualification or authorise certain training centres to do so. There 
need be no formal register but practice should be restricted to qualified staff 
by statutory instrument. (Paragraphs 371-373.) 

(xxxil) The constitution of the central training bodies should provide for 
representation of all the principal interests. Health Visitor, training centre 
and university interests should together have a slight majority. Both an 
executive and ian advisory body might be needed. Consultation with unrepre- 
sented interests would be necessary. (Paragraph 374.) 

(xxxili) The Royal Society for the Promotion of Health and Royal Sanitary 
Association for Scotland might be invited to reconstitute their appropriate 
committees to enable these to assume the functions of the central training 
bodies. If they are unable to do so, separate bodies should be established. 
(Paragraph 375.) 

(xxxiv) Training Centres. Each centre should be managed by a training 
centre committee, responsible for arrangements for maternity courses and 
Health Visitor courses, of which some centres might provide more than one. 
The committees should have final responsibility for selecting students. Their 
constitution should reflect local circumstances but generally should be similar 
to that of the central body. Teaching staff should be represented. Special 
consideration would need to be given to the position of universities under- 
taking responsibility for courses. (Paragraphs 376-377.) 

(xxxv) Financial Arrangements. All training expenditure should be met 
from a central fund financed by contributions from local health authorities 
on an agreed basis and administered by the central training bodies under 
government supervision. (Paragraphs 378-379.) 

(xxxvi) Financial assistance to students should be in the form of standard 
allowances paid by training centres from the fund to approved students, that 
is, students accepted for employment by a particular authority or others who 
_ undertake to serve in an understaffed area. Allowances would be subject to 
an undertaking to serve the authority for a period of two years. (Paragraph 
380-382.) 


IMANPOWER 


(xxxvii) The traditional bases for assessing the work-load of Health Visitors 
are not wholly satisfactory as a measure of the exitended scope of the work. 
We have suggested principles on which the work-load could be uniformly 
assessed by each authority. According to our estimates on such a basis, the 
standard load of visiting for a Health Visitor would be about 2,000 visits a 
year. A total of some 20 million visits might be needed in England and 
Wales. Applying these estimates to Scotland also, a total force of 11,500 
whole-time Health Visitors might be necessary. This should be the approxi- 
mate target—representing an increase of 3,500 whole- time Health Visitors. 
(Paragraphs 384-397.) 
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PROSPECTS OF RECRUITMENT 


(xxxvili) The period of development is assumed to be ten years. In this | 
period some additional 3,500 Health Visitors would need to be recruited. © 
To reach and maintain this figure the number of staff trained annually must _ 
be increased from 640 to 1,100. (Paragraphs 398-399.) [ 

(xxxix) The Recruitment Pool. Recruitment now depends on the number 
of general nurses who enter the Register annually and the number available 
for training as Health Visitors who are in all respects suitable. This may not 
exceed 2,250 nurses annually. It is unlikely that all the Health Visitors needed 
can be obtained through post-registration courses. It is, therefore, not only 
desirable but necessary to establish integrated courses embodying nursing and 
Health Visitor training with an appeal to direct entrants to the work. (Para- 
graphs 400-401.) 


(xl) The Stimulation of Recruitment. Information about Health Visiting 
and training facilities must be brought to the notice of trained nurses and | 
school-leavers particularly. A central advisory service would be valuable. 
(Paragraphs 402-406.) 


(xli) Great importance attaches to the enhancement of the professional 
status of Health Visitors and to our recommendations for the improvement 
of working conditions and the removal of unnecessary duties. (Paragraph 
407.) 

(xlii) Health Visiting must be made financially attractive to able trained 
nurses. There should be a financial incentive to take the training. Salaries 
should be reviewed accordingly. (Paragraphs 408-409.) 


(xliii) A review of senior staff scales of salary will eventually be needed, 
to take account of the unification of services that we recommend. A new scale 
for group advisers will be needed. This should be the same as that of the 
junior tutorial grade. Health Visitors selected to help with practical training 
should receive allowances. (Paragraphs 410-413.) 
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Part I. Preface and Evidence of Opinion 


PREF ACE 


1. It is desirable to sketch briefly the history of Health Visiting up to the 
time when our work started(*). 


2. The title to consideration as the first organised Health Visiting movement 
seems to be accorded to the Ladies’ Sanitary Reform Association of 
Manchester and Salford who organised such work in 1862. They employed 
paid visiting staff who were enjoined to visit all and sundry in their district, 
concentrating on cleanliness, good management and good living, helping the 
sick and advising mothers on the care of their children. 


3. Though Manchester and Salford Councils soon took some responsi- 
bility for the work, the first whole-time staff in local authority employment 
seem to have been engaged by Buckinghamshire in 1892. These were the 
product of a training scheme of which Miss Florence Nightingale was the 
inspiration. Her views on the subject are interesting—“It seems hardly 
necessary to contrast sick nursing with this [Health Visiting]. The needs of 
home health-bringing require different but not lower qualifications and are 
more varied. . . . She [the Health Visitor] must create a new work and 
a new profession. S 


4. Other authorities followed suit in employing visiting staff. Physical and 
environmental health in a pretty broad sense seem to have been the field of 
the Health Visitor, but the care of mothers and young children was an 
obvious problem. Notification of births under the Acts of 1907 and 1915 
provided the means of identifying the problem, and the Maternity and Child 
Welfare Act of 1918 perhaps completed the task of concentrating the attention 
of Health Visitors on this work. 


5. A similar line of development was apparent in Scotland. Late in the 
nineteenth century, five “female sanitary inspectors” had been appointed in 
Glasgow. In 1902, a “sanitary inspectress”’ was appointed in Aberdeen to 
visit homes with a view to improving their hygienic condition. In 1903, 
Dundee appointed two “ Health Visitors’, mainly to teach mothers the rules 
of health and advantages of cleanliness. In Leith, in 1902, all the homes where 
a death occurred from infantile diarrhoea were visited by a “lady sanitary 
inspector ”. 

6. The staff employed in the early years were various. The work could 
have fallen it seems to doctor, nurse or social worker alike. Many of the 
earlier Health Visitors were women sanitary inspectors. The London County 
Council under a special Act passed in 1908 prescribed qualifications which 
included, for example, either a medical degree, three years’ nursing, or mid- 
wifery besides some training in nursing and the Health Visitors’ certificate 
of a society approved by the Local Government Board. 








() For the earlier history of Health Visiting in England and Wales we have referred to 
McCleary, G. F. (1935) “‘ The Maternity and Child Welfare Movement”. King. 


] 
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7. Specific professional training courses were organised by various bodies 
but no generally recognised form of training existed for Health Visitors 
until 1919, when the Ministry of Health and Board of Education jointly 
promulgated a scheme for a two year course of training, normally to be 
associated with a University institution, which should include training in 
social science and domestic subjects. Trained nurses, graduates and women 
with three years experience of Health Visiting might take a one year course. 
At this time, no midwifery qualification was required. 

8. In 1919 also, the Scottish Board of Health issued “Conditions for the 
Certification and Registration of Health Visitors”, similarly providing for 
two types of training, one for trained nurses and one for persons without 
any previous nursing experience. 

9. That year saw also the passage of the Nurses’ Act, which provided for 
the first time for statutory regulation of nurse training. The newly constituted 
General Nursing Councils established uniform rules for nurse training 
normally of three years’ duration. It may well have been the creation of a 
new recognised nurse training that led to the revision of Health Visitor 
training in 1925. In that year, the Minister of Health issued Memorandum 
101/M.C.W. which was the basis of future arrangements. Already in 1922, 
courses of less than one year had been permitted for trained nurses. Hence- 
forward, the minimum length of the course in public health work was made 
six months for trained nurses. All Health Visitors were required to be trained 
midwives (the training lasting only six months at that time). The alternative 
form of entry was retained and is still recognised, in England and Wales, 
even now. This would require students, who had had, or undertook to gain, 
at least six months nursing experience in hospital, to undergo a Health Visiting 
course of two years’ duration. In the event, the trained nurse entrant seems 
to have proved more acceptable to medical officers. Though one or two 
students continued to take courses of the alternative type until 1944, no 
substantial number has qualified in this way for many years. In Scotland, 
when new grant regulations were made in 1932, no provision for candidates 
without nurse training was made. 

10. Under revised rules of the two Central Midwives Boards, midwifery 
training was divided into two parts, in 1938 in England and Wales and in 
1939 in Scotland. For trained nurses, the two parts were each of six months 
duration—the first in hospital and the second in domiciliary work. Health 
Visitors were required to take only the hospital part. Thus, if they took the 
minimum required training, its overall length was unchanged; but, unless 
they completed the course voluntarily, they lacked domiciliary midwifery 
experience. 

11. By the mid-thirties, schemes for the care of mothers and young children 
were well established. The Health Visiting force was nearly as strong as 
at the present day and its position in maternity and child welfare and in 
the schools clearly recognised. The war and post-war social welfare legislation 
brought great changes. 

12. The National Health Services Acts, 1946 and 1947, greatly affected 
Health Visiting. In England and Wales the service became the statutory 
responsibility of the Counties and the County Boroughs to the exclusion of 
the District Councils and voluntary effort tended to disappear. (In Scotland, 
the Counties had been concerned with Health Visiting to the exclusion of the 
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small burghs since 1930.) While, since 1930, local authorities had been 
required to appoint fully qualified Health Visitors to their full-time posts, 
the requirement had not been laid on voluntary associations. With the transfer 
of work, County and County Borough Councils inherited considerable 
numbers of staff unqualified save by experience. In 1948, Regulations(*) 
were made by the Minister of Health requiring the appointment of qualified 
Health Visitors to all posts whether full or part-time, official or voluntary, 
unless with the Minister’s consent. A little earlier, Regulations(?) had been 
made under the Education Act, 1944, requiring all nurses appointed since 
1945 to be qualified Health Visitors, where possible (except in specified 
cases). Both these measures tended to intensify the demand and the consequent 
competition for always scarce qualified staff. 


13. In Scotland, it was not found practicable to issue Regulations com- 
parable with those made by the Minister of Health. Authorities were, however, 
encouraged to employ qualified staff and to arrange where possible for nurses 
employed in Health Visiting to acquire the Health Visitors’ certificate. 


14. While the School Health Service—and certainly the work of the Health 
Visitor within it—remained relatively unchanged by post-war legislation, the 
social welfare legislation of 1946-48 had considerable effects on the other 
branches of Health Visiting. On the one hand, the Children Act, 1948, 
removed responsibility for certain aspects of child care from the Health 
Department. On the other hand the amalgamation of the mental health services 
in the main body of the National Health Service, the creation of general 
care and after-care powers and above all the extension of the functions of 
the Health Visitor in Section 24 of the English and Scottish Acts, opened 
up for Health Visitors much wider opportunities for service. These Sections 
required the Health Visitor, as well as carrying out her existing functions, 
to give “advice as to the care of persons suffering from illness and as to 
measures necessary to prevent the spread of infection’. Departmental circulars 
emphasised the intentions of the Sections, mentioning that “ illness ” included 
mental illness and any injury or disability requiring medical or dental treat- 
ment or nursing. The circulars continued: “this involves an extension of 
the functions now normally assigned to a Health Visitor . . . after the 
Appointed Day she will be concerned with the health of the household as a 
whole, including the preservation of health and precautions against the spread 
of infection, and will have an increasingly important part to play in health 
education. She will work in the closest co-operation with the family doctor 
and will not encroach on the province of the nurse .. . or of the sanitary 
inspector ”. , 

15. It will be seen that a wide field of interest was given to Health 
Visitors but that their functions within the field were not precisely defined. 
There was a broad hint that they were intended to be largely educative. It 
would have been difficult to be any more precise for changing social circum- 
stances in war and post-war conditions have given new prominence to 
some forms of need and disclosed others and the patterns of need are still 
changing. Until a clear picture emerges—perhaps not for some years yet— 

(1) National Health Service (Qualifications of Health Visitors and Tuberculosis Visitors) 
Regulations, 1948—S.I. No. 1415. 

(7) Handicapped Pupils Regulations and School Health Service, 1945 (S.R. and O. 1945, 


No. 1076) superseded by the School Health Service and Handicapped Pupils Regulations, 
1953 (S.I. 1953, No. 1156). 
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it will still be unwise to attempt to prescribe too rigidly the form of organisa- 
tion required to meet family welfare needs or the functions of family health 
and welfare workers. The trend, however, very clearly has been for the 
well-being of the family as a whole to become the main objective of health 
and welfare activities of many kinds. Just as Health Visitors have been and 
are still concerned mainly with one aspect of family life—the health of 
mothers and children—other types of workers with particular interests have 
developed to meet other special needs. These workers usually have had a 
non-medical background of training and experience. The overlapping of 
activities has become apparent because the training and function of all these 
workers are still often unco-ordinated. The extent of the confusion is 
illustrated by a number of reports which demonstrate that clarification is 
necessary. Among these is a survey of family health and welfare workers 
in England (kindly made available to us by Professor A. L. Banks, who has 
undertaken it as part of a larger inquiry)('). Yet those surveys have also 
demonstrated that, desirable as a comprehensive approach might be, it 
could easily flounder in a mass of complexities that a series of studies of 
narrower scope might avoid. It was perhaps natural that the Government 
should consider that the first study in such a series should be a review 
of the role of the most numerous existing body of home visitors whose 
predominant interest has been health. The first step was taken at the 
invitation of the Government by the Nuffield Provincial Hospitals Trust 
which contributed a survey of the work of Health Visitors as part of an 
analysis of the work of public thealth nurses generally, in 1950. Their 
report was circulated privately early in 1953 and our work commences 
at the point where they left off. Recently a second study has been initiated 
which is concerned with the work of those whose work in the health and 
welfare services is primarily concerned with the social field(). 

16. Our terms of reference are wide in the sense that the field of the 
National Health Service and School Health Service is itself wide. The Health 
Visitor is in the difficult position—indeed dilemma—of being in every 
sphere of her activity only one, if in many respects a major, contributor to 
the total effort so that some thought must be given to the work of other 
contributors also. There are, also, restrictions on our terms because they 
are limited to the administrative responsibilities of the local health and 
education authorities (with however a natural extension to the work of 
hospitals and general practitioners) and, therefore, we have not been able 
to take full account of the work of other bodies who may be concerned with 
the health and welfare of the family. We were restricted in our activities 
moreover in the sense that, if our report was to form a useful part of a 
more general survey land not tto be out-moded by events, our time was not 
unlimited. Though we have not been engaged full-time on the work we have 
met as frequently as we could 'to expedite it; even so we are conscious 
that our task has taken longer than we had hoped. 

17. We considered how to tackle our inquiry with all these factors in 
mind. It was clear that in a field which would prove highly controversial, 

() “Survey of Family Health and Welfare Workers: Report on the Investigation in 
England ’—Banks, A. L., Department of Human Ecology, Cambridge. (This survey, as 
yet unpublished, is to form half of a study of work in England and France, sponsored by 
World Health Organisation and Rockefeller Foundation.) 


(2) Working Party on the Recruitment and Training of Social Workers in the Health and 
Welfare Services (Younghusband Committee). 
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and in which co-operative effort must be an important factor, we needed to 
sound a wide range of opinion. The views put before us in this way are set 
out mainly in Chapter I. We had before us in addition to relevant official 
Statistics the report of the inquiry conducted by the Nuffield Provincial 
Hospitals Trust, discussed in Chapter III]. We considered carefully how far 
we could supplement the Trust’s Report by a study of the content and value 
of the Health Visitors’ actual work in the home—their work in clinics 
being, we thought, sufficiently well understood. On this we took much 
advice but eventually concluded that we should not be justified in under- 
taking such a comprehensive inquiry for a number of reasons. The investiga- 
tion of the content of the Health Visitor’s work in the home would imply 
an assessment of the relationship between her and her clients; some of us 
thought such an assessment wholly impracticable on the ground that 
relationships of this kind may well be altered merely by the process of 
observing and measuring them; and most of us did not care for methods of 
assessment suggested to us. Moreover, any attempt to evaluate the work of 
Health Visitors must involve an evaluation of the work of others who 
contribute to the same purpose, bearing in mind that not only the existing 
functions of Health Visitors but others that might be proposed for them 
would have to be considered. We did not consider ourselves the appropriate 
body to make such a comprehensive evaluation, which would have required 
investigations beyond our field of reference. 


18. Clearly it was necessary to determine the number of Health Visitors 
and consider the general nature of their work in statistical terms and we 
embarked on surveys which are described in Chapters II and VII. To add to 
the information obtained from formal evidence and statistics, however, we 
carried out a number of visits to discuss at first hand with Health Visitors, 
those who employed them and those who worked with them, the practical 
problems facing the Health Visiting service in the field. We visited eight 
areas where we received unstinted help to make whatever enquiries seemed 
appropriate to us. Associated with the discussions in six of these areas 
were surveys of the work of a sample of Health Visitors conducted by 
independent observers. The surveys had the objects of helping us to assess 
the problems in the area and of supplementing and clarifying our central 
investigations. We did not of course expect that they would be statistically 
significant in the sense that they would enable us to draw firm conclusions 
about the character of Health Visiting in the country as a whole. As it 
turned out, however, they provided some useful corroboration on a number 
of points. These parts of our inquiry are described in Chapters II, V and VI. 
We also made certain inquiries about the numbers of students attending and 
likely in future to attend training centres and collected information about 
training arrangements. These subjects are dealt with in Chapters VII and 
VIII. The remainder of our Report—Chapters IX. to XVI—consists of a 
review of the situation and our recommendations. 


19. For some time before we started our work a Committee appointed 
by the Scottish Health Services Council had been considering the training 
of Health Visitors and its report was made available to us. Its Chairman, 
Dr. Wattie, joined our Steering Committee in a representative capacity. 
One of its members, Miss Himsworth, joined us as a member of our Working 
Party. During our visit to Glasgow we had the advantage of a most valuable 
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discussion on the mental hygiene role of the Health Visitor with Professor 
Ferguson Rodger, a member of the Committee. We have paid full regard to 
the views expressed by that Committee in reaching our own conclusions. 


CHAPTER I 


EVIDENCE FROM EMPLOYERS’, PROFESSIONAL 
AND EDUCATIONAL ORGANISATIONS 


20. The range of controversial questions surrounding the Health Visiting 
service is wide and the questionnaire we sent to the many organisations with 
a direct interest was formidable. All were good enough to reply, most dealing 
with all the questions raised, some at great length. We were glad to have, 
too, valuable memoranda from other bodies whom, for a number of reasons, 
we did not feel justified in approaching at the outset. We met representatives 
of most of the bodies who presented memoranda. Some witnesses supplied 
much supplementary material following their oral evidence. A list of 
witnesses who gave written or oral evidence is given in Appendix I. 


RANGE OF DUTIES 
21. The first three questions we asked dealt with the range of duties on 

which qualified Health Visitors should be employed and what might be 
involved in them. As a basis of discussion we suggested the following general 
headings: 

Maternity and child welfare. 

School nursing. 

Group health education. 

Tuberculosis services. 

Venereal diseases. 

Infectious diseases. 

‘Mental illness. 

Mental deficiency. 

Care and after-care of acute and chronic illness. 

Health and welfare of the aged or handicapped. 

Duties associated with the work of the Children’s Department. 

Co-operation with general practitioners. 

Co-operation with hospitals. : 

Co-ordination of family welfare services. 

22. Almost all witnesses took the view that the above list represented the 


fields of work in which the Health Visitor could be employed but a number 
of reservations were made about some of them. Some medical opinion and 
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some employing authorities favoured the limitation of work for the aged and 
handicapped to ascertainment and supervision of specific health problems. 
Many doubted whether, without special training, the Health Visitor could 
play a useful part in the care and afiter care of the mentally ill. A distinction— 
by no means always clear—was drawn generally between this work and 
“mental health ” work, for which most witnesses agreed the Health Visitor 
was eminently well-placed. In the case of mental deficiency, a few witnesses 
doubted whether she should do more than help in the early discovery of 
mental defectives in need of care, either because the work was too specialised 
or because it was time-consuming. 

23. Witnesses, especially the Scottish employing authorities, had a number 
of suggestions for extending the work of Health Visitors. Some of these seem 
to have been intended as further extensions of the range of duties. Among 
these were participation in research and special inquiries ; training of medical 
students, Health Visitor students, student hospital and home nurses and 
nursery nurses ; supervision of home help schemes. Other suggestions dealt 
rather with special aspects of the duties set out in the questionnaire, for 
example, prevention of home accidents (much stressed) ; advice on household 
management; health and welfare of adolescents and the older age-groups ; 
social assessments for admission to hospital (especially maternity) ; immunisa- 
tion of children ; and assessment of housing need on health grounds. 

24. General comment on the range of work was made by some organisa- 
tions. One body representing English local health authorities, for example, 
pointed out that inconsistency in the interpretation of Section 24 of the 
National Health Service Act, 1946, had produced almost infinite variation in 
Health Visiting practice in different types of area. While expressing them- 
selves as generally satisfied with the present Health Visitor and the quality of 
her work, this body suggested that a major decision on principle was needed 
to determine whether primarily she should concentrate on the “ health ” or on 
the “social” aspects of the work. This would affect her relations with 
workers within and outside the scope of the health and education departments. 
The Royal Society for the Promotion of Health() noted that it was necessary 
to train Health Visitors on the assumption that all would cover the widest 
range of work (though in fact relatively few might do so at present). On the 
other hand, other witnesses doubted whether any worker, however highly 
trained, could hope to achieve uniform success in the range of duties set out, 
still less add to them. All witnesses agreed that the Health Visitor’s most 
important work was among mothers and young children, the emphasis being 
placed sometimes on physical, sometimes on psychological aspects. Such 
work was important for its own sake and it also provided the Health Visitor 
with an opportunity of gaining the confidence of the family through her 
relationship with the mother. 

25. Broadly, there was agreement on the part of all witnesses that the main 
function of the Health Visitor in connection with any of the duties should 
be educative and advisory. Almost all witnesses agreed, for example, that the 
Health Visitor, as such, should not undertake nursing and midwifery duties, 
though some Scottish opinion was more inclined to favour this arrangement. 
There was general approval of demonstrations by Health Visitors of nursing 
and comparable techniques. 


(‘) Until August, 1955, known as the Royal Sanitary Institute. 
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The main difference of view was over the precise field in which the function 
should be exercised and over the limitations on its value. The Institute of 
Almoners, whilst accepting that Health Visitors could work effectively over 
the whole field described (and welcoming co-operation with them), were at 
pains to show that “educative and advisory” functions did not imply the 
employment of Health Visitors on problems where specialised training in 
case-work techniques was necessary; neither the Health Visitors’ training 
nor their case-loads were adapted to this. 

The Society of Medical Officers of Health on the other hand appeared to 
claim that the Health Visitor, trained and employed as a “ medico-social 
worker ”, could carry out duties well beyond the boundaries of the local 
health and education service, greatly reduce, in time, the need for certain 
highly trained workers and perhaps supersede others. They were supported 
by other witnesses with similar interests, though not all would go so far. 

26. Many of the witnesses described in some detail the nature of the work 
to be done by Health Visitors in the various branches. The effect of their 
suggestions is described in the following paragraphs. 

27. In maternity and child welfare work, the Health Visitor was generally 
expected to play a part in the ante- and post-natal periods, though there was 
disagreement about her relationship with the midwife. A few wanted the 
Health Visitor to play a more prominent part in the general care of the 
mother. The Royal College of Midwives and Central Midwives Board, how- 
ever, thought she need not appear on the scene, except for specific health 
education purposes or to deal with social problems, until at least twenty-eight 
days after the birth. There were divergent views on the question whether the 
Health Visitor or the midwife should assess the social necessity for admission 
to hospital. Some held that the Health Visitor could better assess social 
conditions than the midwife: others stressed that the important point was 
whether the midwife was confident of her ability to manage a confinement in 
the conditions existing. Many recommended a closer link between domiciliary 
and hospital maternity services. Opinion was, however, divided as to whether 
this could be brought about by associating domiciliary and hospital midwives 
or whether the Health Visitor herself should enter the hospital ward or 
department for health education purposes. 


28. The importance of visits to mothers with children in their homes as 
distinct from clinic contacts was underlined. It was accepted that “ problem 
families’ needed special attention and one or two witnesses wanted Health 
Visitors to concentrate on any children living away from their own homes 
or on sick children or children with defects. At the same time, there was 
obvious uneasiness lest concentration on the “hard case” should reduce 
the level of service available to mothers in general. The point was made 
repeatedly that the Health Visitor should be the “friend and adviser” of 
all families in all their problems. We may note especially the view of the 
Association of Psychiatric Social Workers that since the Health Visitor 
had access to the mother during the vitally important early years of the 
child’s upbringing, when also the mother might be most receptive, she might 
play an increasingly important part in. the “ encouragement of healthy adjust- 
ments and relationships between parent and child, to minimise the anxiety 
of the inexperienced young mother and to build up her self-confidence ”. 
Scottish members of the Society of Medical Officers of Health said that 
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“intimate knowledge of families” was necessary. A middle position, perhaps, 
was that of the English members of the Society, who thought that it should 
be possible to visit all parents if necessary but that clinic work should be so 
adjusted that more visiting could be done in the homes where the need was 
greatest. 


29. The position of the Health Visitor at child welfare clinics was not 
defined by most. The County Councils Association thought she should be 
in “control of staff” and therefore of administrative arrangements generally 
in the clinic, and probably this represents the majority view. Vis-a-vis medical 
officers attending clinics, her duty would be to refer cases to him and make 
sure his advice was understood and followed. 


30. In the remainder of the fields mentioned at the head of this Chapter— 
except tuberculosis and school health with which we deal separately—clients 
may fall to a greater degree within the responsibilities of other workers or 
administrative departments with a major interest in the client’s needs. One 
important body of opinion allocated no specific function to Health Visitors 
in these fields but expected that mutual help would be given by and to 
Health Visitors in households, when the problems arose. Most others 
simply expressed concern that the time of Health Visitors should not be 
dissipated on routine visiting for purposes not concerned with health educa- 
tion and few specific suggestions were made as to the nature of the work. 
In the care of the aged, however, some Scottish employing authorities 
suggested that the Health Visitor should give advice on diet, foot care 
and general hygiene. They thought she should display friendly interest and 
visit when required but that she should call in the specialist whenever 
needed. Others pressed the claims of the elderly and, especially, mothers in 
later middle-age for help in what was described as “ preparation for retire- 
ment”, i.e. physical and mental adjustment to the processes of approaching 
old age—a delicate task. The Women Public Health Officers’ Association 
would have the Health Visitor make the first assessment of needs of the 
aged and continue supportive visiting ; the Royal College of Nursing recom- 
mended that whatever help the Health Visitor could give should be offered 
to welfare departments, including help with the handicapped (about whom 
as a Class little is said specifically in the evidence). 


31. Little definite was said about work with infectious diseases or venereal 
disease. With regard to the former, the general view seemed to be that 
the Health Visitor’s work should consist of health education, advice on the 
prevention of infection, follow-up of discharged cases and assistance in 
inquiries both at school and in homes, where necessary in co-operation with 
the sanitary inspector. Contact tracing and the follow-up of defaulters were 
the chief functions mentioned in venereal disease work, though the work 
was said mainly to be confined to women. 


32. As has been noted, many witnesses thought that Health Visitors could 
give only limited help to the mentally ill and defective. Most witnesses 
expected her to co-operate with the psychiatric social worker who was, 
however, rarely available and presumably in her absence, therefore, with the 
mental welfare officer—in Scotland, a welfare department officer. The English 
Society of Mental Welfare Officers—and their Scottish. counterpart—con- 
sidered that the special features of mental illness and mental deficiency, the 


10 REPORT OF A WORKING PARTY ON HEALTH VISITING 


exceptionally wide range of social problems raised and of helpful contacts 
needed, called for a specially trained worker, who need not have the general 
nursing background that the Health Visitor required. The work was too time 
consuming for a worker with a wide range and great number of clients. 
As many men as women were needed and the inseparable legal duties asso- 
ciated with removal were better carried out by men. The Women Public 
Health Officers’ Association thought Health Visitors might be useful in the 
recognition of mental illness, in encouraging patients to seek and follow 
medical advice, in keeping the family doctor informed and securing such 
help as seemed appropriate. The Association of Psychiatric Social Workers 
agreed that early recognition could be of great value. Like the Mental Welfare 
Officers they were inclined to think that the observation and referral of 
incipient illness were part of the mental hygiene work which—as they saw 
it—was the Health Visitor’s more important work. While distinguishing this 
from the cure and care of recognised disorder, they thought that the Health 
Visitor might well learn how best to support families in which mental 
illness occurred, especially in mild cases where admission to hospital could 
not at once be arranged or home care was possible. 


SPECIALISATION BY HEALTH VISITORS 


33. This term may be applied either to duties limited to one main branch, 
such as tuberculosis, or to some particular part of one branch, such as the 
care of premature babies, which we refer to as “fractional specialisation ” 
in this Report. It was clear that most of our witnesses had both possibilities 
in mind though the examples quoted usually covered only the first. 


34. No witness was strongly in favour of specialisation. Some of the reasons 
given against it were that no single specialty could give full professional 
satisfaction, the likelihood of multiple visiting of homes was increased, 
resources were wasted, and the stigma of certain misfortunes came to be 
associated with the specialist visitor. Scottish witnesses showed greater favour 
to specialisation in large urban areas where not only tuberculosis and venereal 
diseases, but school health services, maternity and child welfare, care of the 
aged or handicapped or the mentally ill or mental defectives might all be 
necessarily specialist branches. Two witnesses thought health education itself 
should be specialised work, the specialist acting as a consultant and stimulant 
to her colleagues and as the organiser of health education and lecturer-general 
on health matters. A few witnesses expressly recommended fractional speciali- 
sation—the care of premature babies or after-care of certain illnesses—but 
to a limited degree only. 


35. The two specialties most commonly, if reluctantly, accepted as possibly 
necessary were tuberculosis and venereal diseases, usually with the proviso 
that specialisation should continue only for as long as necessary in areas 
with a high incidence of cases or other exceptional circumstances. In the 
case of tuberculosis, the main reason given was the necessity for a close 
link with the chest physician which it was thought would be difficult if not 
impracticable in areas either with a very large and intensively operated 
service or with widely scattered clinics, unless staff were used full-time on 
tuberculosis work. 
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‘TUBERCULOSIS 


36. Generally speaking there was unanimity as to the objectives to be 
aimed at. All agreed on the importance of the Health Visitor’s role in 
educating patients and families on the nature of the disease, in the manage- 
ment of the patient at home, in the prevention of infection, in tracing contacts 
and persuading them to be examined, and in overseeing the arrangements 
for care (housing conditions, garden shelters and so on). The Health Visitor 
should be able to report on the home circumstances of new patients and 
in-patients ready for discharge and should be closely associated with the 
chest physician so that she could be briefed on the clinical aspects of care. 
The differences of view appeared in discussion of other functions, training 
and administration. 


37. Most witnesses were insistent that no nursing work should be done. 
Two Scottish bodies however, said that the Health Visitor should do tuberculin 
tests. The British Tuberculosis Association thought she should read tests 
on patients at home. One Scottish local authority would have the Health 
Visitor give streptomycin injections, for example, while other witnesses 
merely suggested advice to patients and supervision of drug treatment at 
home. 


38. Most witnesses regarded the Health Visitor as the “ practical social 
worker ” in the home, recommending and arranging for such services as 
appeared necessary in the ordinary case. One Scottish body would make 
her responsible for “ co-ordinating ” after-care and rehabilitation. The Women 
Public Health Officers’ Association emphasised the value in this work of an 
almoner—either in the hospital or with the local health authority—with 
whom the Health Visitor should co-operate. Some witnesses wanted the 
Health Visitor to link up with the Care Committee at all points. The British 
Tuberculosis Association, for their part, wanted none of this; the Health 
Visitor should not do “welfare work” except perhaps to arrange for home 
helps; she should merely report to the appropriate officer. 


39. At clinics, most witnesses felt that the Health Visitor should be 
occupied solely with consultation with the chest physician or almoner ; her 
function would be primarily that of liaison officer between hospital, family 
doctor and home. They opposed the permanent attachment of staff to 
clinics ; if local circumstances made this inevitable, they favoured wherever 
possible, the appointment of Health Visitors whose job would be to keep 
the general duties Health Visitors informed and to hand over new cases to 
them either at once or as soon as they were satisfied that this could be done. 


40. The British Tuberculosis Association felt that the vital factor was the 
link between visitor and physician. They wanted wholly specialised staff, 
permanently based on clinics and without other commitments, carrying out 
there the normal duties of a hospital out-patient nurse (where these could 
not be done by a “clinic nurse”). The Association felt that understanding 
of the family and personal problems associated with the disease and the 
principles of treatment could come only from a thorough understanding 
of the disease itself. They would, if necessary, forego the advantages of the 
Health Visitor training in favour of staff who held the Association’s certifi- 
cate, which all clinic nursing staff should hold. Multipurpose visitors lacked 
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the necessary clinical knowledge and the time to acquire it or apply it. 
Other witnesses, on the other hand, were equally insistent that the Health 
Visitors’ qualification was essential to any home visitor and that the preventive 
attitude and vocational interest were more important than technical nursing 
proficiency. Essential knowledge should be provided in the training course, 
revised if necessary. 


41. It seemed that controversy over Health Visitors’ work was a reflection 
of a deeper controversy over the functioning of the tuberculosis service. The 
British Tuberculosis Association appeared to think that the work—admittedly 
requiring the co-operation of a team—could be effectively done only if 
centred on the hospital. Local authorities and their staff felt that there was 
a grave danger that in those circumstances the epidemiological aspects of the 
disease would increasingly go by default. 


SCHOOL HEALTH SERVICE 


42. We addressed three questions specifically to the way in which Health 
Visitors should work in the School Health Service. We were again concerned 
with range of work and function and set out in random order for discussion 
the following general headings : 

Attendance at minor ailments and specialist clinics. 

Preliminary inspection of children before attendance at medical 
examinations. 

Nurses’ surveys and inspections in schools. 

Visits to nursery schools and classes. 

Attendance at day and residential special schools. 

Follow-up home visits. 

Infectious diseases control. 

Health education (group teaching). 


We asked particularly (a) what duties (other than home visits) should 
necessarily be carried out by Health Visitors, (6) what duties could be 
carried out by lay helpers or others with Jess than the qualifications of a 
school nurse or Health Visitor and (c) what arrangements for liaison should 
be made where the school nurse and Health Visitor were not the same 
person. 


43. With regard to the first two points, the answers suggested generally 
that a qualified Health Visitor needed to take part in all activities where 
the opportunity for discussion with parents and teachers or school doctors. 
occurred and where a review of the children’s health would help her and 
the doctor in caring for the children. She should not undertake work that 
equally well could be done by others and that did not further those 
purposes. There were, however, differences of view on how these principles 
should be put into practice. The Scottish Health Visitors’ Association, for 
example, thought that opportunities of education might occur at any point 
and no activity should, therefore, be missed. Other witnesses expressed the 
view merely that the Health Visitor should have the opportunity of attending 
any activity but should have discretion in selecting her point of influence. 

44..Some suggested specific limitations. Minor ailments clinics were 
singled out by almost all of these witnesses as not needing Health Visiting 
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Staff. Specialist diagnostic and treatment clinics were mentioned by many 
but some thought attendance would be useful. It was often said that Health 
Visitors should invariably attend medical examinations and inspections but 
not all agreed that preliminary inspections by Health Visitors were necessary. 
She should carry out surveys on her own account, at least annually, which 
would usually be confined to detecting defects and advising teachers about 
them, and assessing general health. Opinion was divided on attendance at 
nursery schools and special schools, depending perhaps on the likelihood 
that witnesses saw of problems occurring or on the type of staff available at 
the school to deal with them. Little mention was made of infectious diseases. 

45. Health education naturally took priority in every witness’s view. A 
few witnesses suggested that the Health Visitor should co-ordinate health 
education in schools. The Women Public Health Officers’ Association 
advocated Health Visitors’ classes, as part of the local education authority’s 
programme, especially in parentcraft and homecraft. Many wanted Health 
Visitors to take a more active part in parent-teacher associations. 

46. The general view was that much could be done to enliven the work 
of Health Visitors, increase their effectiveness and economise in skilled 
staff by allotting to other workers duties such as sight-testing, weighing 
and measuring, cleanliness inspections and head-cleansing, and treatments. 
Other staff should undertake receptionist, chaperonage, filing and record 
duties. Though lay helpers were not strongly welcomed by all, their assistance 
was thought to be valuable. 


47. Some witnesses were at pains to reinforce the importance of the 
use of qualified staff for home visiting to provide the link between home and 
school. The Society of Medical Officers of Health wanted the Health Visitor 
to be the principal link not only with the home but with all outside agencies 
concerned with school-children. 


48. It seems to have been generally assumed that school nursing should 
and usually could form part of general duties Health Visiting—though it by 
no means always does so—and answers to the third aspect of our questions 
were not very specific as a rule. Generally, the obvious answer was given 
that where the services were not amalgamated the two workers must co-operate 
closely by whatever method was open to them. Frequent meetings, interchange 
of information (including notes on hospital discharges and the handicapped) 
and transfer of child welfare records on entry to school were generally 
urged. Two employing authorities’ organisations recommended that the 
nursing services of the local health and education authorities should be 
administered by one chief nursing officer. Another witness recommended 
the appointment of special co-ordinating officers. 

49. Special interest attaches to the evidence of the Association of Education 
Committees and the Welsh Joint Education Committee, representing local 
education authority opinion in England and in Wales respectively. The 
Welsh authorities saw Health Visiting as a single service rooted in maternity 
and child welfare but providing a service for the family that was available, 
through the link with the schools, throughout childhood. They strongly 
supported the principle of the single school nurse/Health Visitor. In the 
schools the Health Visitor must have time to gain the confidence of both 
children and teaching staff and doctors and to be an effective link between 
school and home. If she was to have time for all her essential tasks the 
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inessentials should be removed, though careful supervision of any less 
qualified substitute would be necessary to avoid the assumption of duties 
beyond their competence. Their views on the allocation of work did not 
differ in essentials from those of the majority of witnesses. If general 
duties work was not done, almost complete exchange of information between 
the school nurse and Health Visitor was essential. 


50. The Association of Education Committees were inclined to emphasise 
the statutory independence of the School Health Service from the National 
Health Service and to suggest that the arrangements for the two services 
should be treated entirely on their separate merits. They saw no essentially 
new problem in the School Health Service to justify any radical alteration. 
The employment of school nurses on the business of the local health authority 
or of the latter’s staff on school work was a matter for determination in the 
light of local advantage; the principle of providing a single Health Visiting 
service for the whole family was not sufficiently important to outweigh 
administrative convenience. Within the School Health Service individual 
duties could not in general be sub-divided between staff according to 
function. It was, in particular, impracticable to expect Health Visitors to 
follow-up cases they had not themselves seen. Exceptions might be made 
for weighing, measuring, sight testing, audiometric survey, cleanliness inspec- 
tions and cleansing, and work in minor ailments, specialist and ultra violet 
ray clinics. Liaison between separate workers was admittedly difficult in 
urban areas. Exchange of information about defects in infancy or arising 
during school life was difficult but might become routine. Liaison would be 
eased if Health Visitors could visit school clinics for discussion. 


COMBINED DUTIES 


51. The arrangement by which Health Visitors act also as home nurses 
or midwives or both is described in many areas as “ generalised duties”. We 
have ‘preferred to use the term combined duties throughout this Report. 
(Where we refer to general duties, we mean the practice of the whole 
accepted range of Health Visiting by one worker, that is, maternity and 
child welfare, tuberculosis and school health services and associated work.) 

52. The question whether these duties ought to be carried out by one 
person proved, as expected, to be highly controversial—opposite views being 
expressed by the Queen’s Institute of District Nursing and some Scottish 
opinion on the one hand. and on the other hand by all other witnesses, in 
principle at least. With the exception of the Queen’s Institute, the Scottish 
County Councils Association and, with reservations, the Convention of 
Royal Burghs, no witnesses were prepared to favour combination and would 
admit only that it might be expedient in rural areas on grounds of economy. 
Even in such areas some witnesses were insistent that all staff should be 
fully trained. (This is a point of some significance for it is in the areas 
where combination is practised that, on the whole, the largest number of 
“acting ” Health Visitors is found.) The Royal College of Nursing, however, 
with the Association of Municipal Corporations, and the British Medical 
Association would be prepared to see objective practical experiments in 
urban areas to demonstrate the merits or demerits of combination. 


53. Those who argued against combined duties asserted that curative and 
preventive or educative attitudes were psychologically incompatible ; the type 
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of person whose main interest was nursing the sick was rarely also deeply 
interested in teaching preventive measures. The practising sick nurse was 
more concerned with the individual and less willing or able to consider 
family relationships. She worked under the direction of a doctor and became. 
less accustomed to the independence needed by a Health Visitor. The home 
nurse/midwife was too closely associated with the social life of her area to 
be the confidante of the family in any really fundamental problem ; a more 
detached figure was needed. Two of the professional Health Visitor organisa- 
tions preferred the Health Visitor to live outside her area for this reason. 
One organisation added that the nurse’s uniform itself lent an air of 
“authority” that inhibited confidences—and, too, created the wrong 
impression in conference with social workers. 


More from an administrative point of view, it was asserted that the 
unavoidable commitments of home nursing—at all hours—prevented staff 
from keeping fixed appointments (such as clinics), made the timing of advice 
difficult and left inadequate time for sympathetic listening. Home nursing 
and midwifery made such demands on staff that it was unfair to expect them 
to do Health Visiting as well. Moreover, in the towns at least the demands 
made on home nurses were increasing. For all these reasons, Health Visiting 
would come off third best to the detriment of the service—and of the pro- 
fession. To these arguments might be added the problem of recruitment and 
training. All the services had to be provided in any case: even if matters 
could be so arranged that combined duties were practicable, there would 
never be enough people who were capable of providing a fully effective 
combined service in all areas. 


54. The Queen’s Institute, in particular, strongly refuted these arguments. 
It was not true that a well trained home nurse with the Health Visitor 
Certificate could not equally well be a successful educator and family visitor, 
acting as a general social worker in co-operation with specialists. She must 
have an area small enough to operate successfully in all three roles—1,000 to 
2,000 population. The difficulties outlined by the proponents of full-time 
Health Visiting then disappeared. Indeed the “family nurse” had the 
advantage of a much stronger emotional link with the family, whom she 
would have attended in sickness (with its admirable opportunities for educa- 
tion) and during the peculiarly receptive phase of pregnancy and child-birth. 
Her detailed knowledge of local affairs could make her advice both more 
timely and more apt. The fact that she was a practising nurse and midwife 
and had the key to family confidence made her all the more acceptable to 
the general practitioner. In rural areas, combination was inevitable because 
of time and distance alone. The Scottish Counties for the most part thought 
combination the only economical and efficient way of providing an adequate 
service in rural areas. The Queen’s Institute thought that it might not be 
easy to achieve in the towns the manpower economies that were effected by 
combination in the country but that nevertheless experiments in urban areas 
would be worthwhile. 


THE HEALTH VISITOR AND GENERAL PRACTICE 


55. All our witnesses welcomed a closer association between Health Visitors 
and the family doctor and some thought it vital if the service was to develop. 
The British Medical Association, for example, saw in the linking up of 
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services a reflection of the essential complementary and supplementary 
relationship between the medical officer of health and the general prac- 
titioner representing respectively the preventive and curative aspects of family 
medical services. The Health Visiting Service was one of the medical officer 
of health’s responsibilities ; his overriding authority must be respected and 
the calls on the Health Visitor’s time made by work on his behalf must 
be recognised. Arrangements would no doubt vary with local circumstances. 
Subject to that, the work of Health Visitors with family doctors was seen as 
a direct and close working relationship in which there would be a free mutual 
exchange of information and mutual support. Doctors would no doubt rely 
on Health Visitors’ advice on matters affecting social conditions and the 
provision of services and would need to recognise that their functions did 
not include sick nursing ; they would support their work in their own contacts 
with a family, would call on them for information about the home and discuss 
common problems. Health Visitors would expect to accept the clinical 
decisions of doctors and to reinforce these in the course of their visits, 
whether incidentally or while directly following-up cases at the request of 
the doctor. Health Visitors would encourage patients who were clearly in 
need of medical advice to consult their doctor at an early stage; this would 
not in the end increase his work and, indeed the help Health Visitors could 
give might tend to reduce the burden on the doctor. The Heaith Visitor’s 
own work load might well increase at first but in the end the doctor’s support 
should more than counterbalance the increase. 


56. In considering the range of work of Health Visitors generally, the 
British Medical Association thought special attention should be paid to the 
following subjects presumably because they were of greater interest to general 
practitioners : 

Mothers and babies. 

Children under both hospital and general practitioner supervision (e.g. 
diabetics). 

Convalescent adults. 

Chronic illness. 

The elderly and infirm. 

Tuberculous patients. 

Accident prevention in the home. 


57. The number of individual points made by others almost equalled the 
number of witnesses. They overlapped the suggestions made above, the most 
popular being those dealing with the care of mothers and children (of all 
ages and conditions), after-care of convalescents in a broad sense, care of 
the aged and infirm, supervision of families living in unsatisfactory social 
conditions and arrangements for services to be provided. One or two would 
go so far as to suggest that the Health Visitor could help over the whole 
range of practice, except for nursing and midwifery duties. Among the subjects 
which few specially mentioned were infectious diseases and tuberculosis. 
The latter omission perhaps reflects the extent to which, in practice, care 
now centres on the hospitals. 


58. No witness was able to report that co-operation was already extensive. 
Rather it was in its infancy but developing reasonably well. It was apparent 
that combined workers had a well established relationship with doctors in 
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rural areas but whether this depended on their nursing function or their 
Health Visiting function was not clear. Many witnesses said that younger 
doctors tended to be more appreciative of the possibilities of preventive work. 


59. A most important contribution was made early in 1954 by the British 
Medical Association jointly with the Society of Medical Officers of Health. 
The Association put in evidence a circular sent by themselves and the Society 
to local medical committees inviting the help of all general practitioners. 
They put forward the following principles: 


1. Co-operation between general practitioners and the medical officer 
of health and his staff was essential to the well being of patients ; 
close association of the whole as one team was necessary to fulfil 
responsibilities. 

2. The public health duties of the Health Visitor did not prevent her 
from assisting in the care of individuals under the guidance of the 
general practitioner. 


3. General practitioners and Health Visitors should consult directly and 
exchange information. 


Urging strongly that discussions should take place as to the best way of 
realising these objectives in differing local conditions the circular suggested: 


1. Discussions between medical officers of health, their senior staff, 
branches of the Association and local medical committees. 


2. Personal discussions between practitioners and Health Visitors serv- 
ing the area of their practice. 

3. Consultation on cases to avoid the possibility of conflicting advice. 

4. While Health Visitors should be available to visit the practitioners’ 
patients on request, there should be full consultation between the 
parties to ensure the efficient and economic use of Health Visitors. 

5. Circulation of detailed information to general practitioners about ser- 
vices available in the area, so that the right kind of help could be 
asked for at once, the best use made of the Health Visitors’ services 
and repeated visits by practitioners avoided. 

6. Allocation of Health Visitors to groups of practitioners as far as 
possible. 


The Association reported, when giving oral evidence, that a large number 
of local meetings had already been held and they were confident that a 
rapid growth of co-operation would result, once some local arrangement was 
established. 


60. Witnesses welcomed the initiative taken by the Association and the 
Society. Many of those most closely concerned thought that progress would 
be faster if practical experience of co-operation was given to medical 
students. Clearly if general practitioners themselves took part in the maternity 
and child welfare services co-operation would be easiest. If no natural focal 
point, such as a clinic or health centre existed, Health Visitors should 
nevertheless have some known base to work from, where direct contact 
could be made (though two witnesses were doubtful whether communica- 
tion otherwise than through the public health department was entirely 
wise). If possible, telephones—the simplest means of communication—should 
be provided. 
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Great difficulty was likely in areas where many practices overlapped and 
the Health Visitor’s own district could not always be suitably adjusted. 
General practitioners ought to have up-to-date lists of Health Visitors to 
whom they could refer. When personal contacts were made on a social or 
professional basis, experience showed that difficulties disappeared; but the 
measures recommended depended in the last analysis on goodwill on both 
sides and a positive effort to meet colleagues half-way. 


THE HEALTH VISITOR AND THE HOSPITALS 


61. The evidence generally indicated a genuine desire on the part of local 
authorities and their staffs to play a helpful part in the hospital care and after- 
care of patients of all classes. It also reflected discontent at the alleged 
tendency of hospitals to “introversion”. On the one hand the hospitals 
appeared to be criticised because local authorities were insufficiently informed 
of matters affecting patients with whom their staff were concerned ; on the 
other hand it was thought that some hospitals. were inclined to wish to 
play too great a part in after-care—properly the concern of local authorities. 


62. It is interesting to note that consultant opinion, expressed through 
the British Medical Association, asserted that the proper channel of com- 
munication as a matter of principle lay between the consultant and general 
practitioner but that in practice on non-clinical matters it would usually 
be more convenient to work through the almoner’s liaison with the Health 
Visitor, representing the local health services. The Institute of Almoners 
supported this view and strongly urged closer personal contact between 
Health Visitors and almoners. 

63. Generally witnesses took the view that the public health or the school 
health department should be notified of discharges in agreed classes of 
case. At least they should be told the names of patients and dates of dis- 
charge; at best they should have a copy of the discharge letter to the 
general practitioner. It was urgent that notification should go out promptly 
to both and preferably before discharge; hospitals were often at fault in 
this respect. Most witnesses wanted Health Visitors to be in direct touch 
with the almoner and some with the ward-sister. A few wanted them to work 
directly with the consultant at case conferences or ward rounds in certain 
cases. Some wanted after-care to be actually arranged in consultation between 
Health Visitor and general practitioner and a few would be content with 
this alone. Where all Health Visitors could not be directly in touch with 
the hospital, arrangements must be made to keep them informed about 
patients from their districts. A “link” Health Visitor should be responsible 
for this. It was thought that special arrangements of this kind were par- 
ticularly necessary in the case of tuberculosis and maternity and paediatric 
wards. The Royal Sanitary Association recommended that notification should 
extend to out-patient attendances of children, as it did successfully at one 
Scottish hospital. One witness urged that Health Visitors should make them- 
selves familiar with the infant feeding technique and teaching of local 
hospitals. Other witnesses were keen to see mothercraft and parentcraft 
classes run in association with hospital ante-natal clinics. 

64. Some witnesses referred*to the development of arrangements for 
following-up after discharge patients with diseases where long term super- 
vision might be needed or a strict regimen was prescribed, for example, 
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cardiac and peptic disorders and diabetes. They recommended the extension 
of this type of work to geriatrics, orthopaedics, rheumatic illnesses and 
various classes of permanent handicap, especially among children. Many 
felt, however, that in all classes of illness where after-care measures were 
needed or illness raised serious family problems the Health Visitor might 
come to play a larger part. All felt that the Health Visitor could, as required, 
supply valuable information about the social justification for priority of 
admission to limited beds (for example in the case of maternity bookings, 
where the midwife did not do this) and could advise perhaps on the timing 
of discharge or on family difficulties likely to affect the recovery of patients. 
It would be helpful to both relatives and patients if she could visit the latter 
in hospital. She must have early warning of discharge to be of most value. 
She could then make preparation for the patient’s return home, arrange for 
equipment or the provision of home help (where necessary) and advise the 
family on future management of the case. 


65. The reservation was made by the Royal College of Midwives that, in 
the case of discharges from maternity hospitals, responsibility should rest 
with the domiciliary midwife until twenty-eight days after the birth. The 
Central Midwives Boards also would prefer the domiciliary midwife to take 
over until the twenty-eighth day, despite the double handover involved. 


THE HEALTH VISITOR AND FAMILY WELFARE 


66. One of the factors to be reckoned with in the claim that Section 24, 
National Health Service Act, 1946, gives to Health Visitors the role of 
general purpose family visitor is the existence of other workers who also 
feel bound to take account of total family needs. We, therefore, asked to 
what extent “ overlapping ” and duplication of effort existed in the provision 
of social services for families with which the Health Visitor was concerned. 
We also asked how far this could be avoided by administrative measures 
and in particular by the creation of an all-purpose “family visitor”, acting 
so far as was thought practicable as a co-ordinator of health and welfare 
services. 


67. Opinions varied as to the extent of multiple visiting and its effects. 
It appeared to present no particular problem in rural areas. The Queen’s 
Institute of District Nursing, for example, thought it was confined to the big 
cities and mostly to “problem families”. They were more inclined to stress 
the overlapping of nurses, midwives and Health Visitors, though the Society 
of Medical Officers of Health said this did not occur because of unitary 
administration. In the cities, difficulty was said to arise through division 
of administrative responsibility and the establishment of new groups of staff 
with special interests not only by local authority departments but by hospitals 
and voluntary bodies. Some witnesses distinguished overlap arising naturally 
from differences of function between Health Visitors and case-work specialists 
on the one hand and on the other hand artificial overlapping, where workers 
of about the same general level of capacity, training and experience were 
performing broadly similar functions with the same families without co- 
ordination. Such workers could easily frustrate each other’s efforts and 
between them bring little benefit and perhaps harm to the family concerned, 
if they did not work together. Some thought the problem serious, but most 
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thought its extent exaggerated, taking the whole field of work into 
consideration.(?) 


68. Within the health department, multiple visiting occurred both in 
tuberculosis and in mental health work. Health department workers, however, 
might overlap with the education department (child guidance workers, educa- 
tion welfare officers), welfare department (especially the care of the handi- 
capped), housing department (rehabilitation work on new estates) and the 
children’s department (supervision of neglected, adopted and boarded out 
children). References were also made to government departments such as 
the National Assistance Board and to voluntary bodies such as the N.S.P.C.C. 
and moral welfare organisations. This list is not of course exhaustive ; many 
workers have drawn up impressive lists of different types of visitor who, even 
in rural areas, may and sometimes do become collectively an additional 
misfortune for the unfortunate. Our evidence would only add one possibility 
to the collection—still only a small cloud on the horizon; one witness advo- 
cated the addition of the factory doctor and presumably therefore the industrial 
nurse to any local co-ordinating group. 


69. A few witnesses favoured the appointment of one chief officer to 
control all services as at least a partial solution to overlapping. A few 
advocated the appointment of special co-ordinating officers. So far as Health 
Visiting was concerned the amalgamation of as many jobs as possible was 
recommended. One witness suggested the formation in each local authority 
of a central register of families, embodying central but non-confidential 
information which would be available to workers from any department. 
Others recommended full exchange of information, within ethical limits, 
between workers or departments. Most seem to have favoured the wider use 
of case conferences and of co-ordinating committees on the pattern of those 
set up, with much success it was said, by many authorities to deal with 
“problem families”. Such committees might exist both at headquarters and 
for smaller areas and should be widely representative. 


70. Many witnesses suggested that further extension of the number of 
types of social worker with a limited field should be avoided wherever possible 
in order to simplify consultation. The ideal solution would obviously be an 
“all-purpose” visitor. The London County Council and the Association of 
Education Committees joined with the case-worker group and Universities 
in doubting whether any single worker could possibly deal with all the multi- 
farious family health and social problems arising in modern conditions. All 
these problems might face a visitor covering a wide range of families but 
their solution would demand widely different qualities of skill and virtual 
omniscience about the practical working of the social services. The London 
County Council especially mentioned the influence of existing local circum- 
stances on any such administrative and staffing policy. 


71. The Joint Universities Council for Social Studies and Public 
Administration agreed that there might be a place for a general family visitor 
able to deal with simple problems within a recognised boundary and to call 
on the appropriate expert when needed. Though the Health Visitor did not, 
of course, cover all families, she was better placed than most to undertake 
this role, if appropriately trained. A decision on primary function was 


(‘) cf. Wofinden, R. C. (1954) ‘A Note on Multiplicity of Home Visiting by Medico- 
Social Workers ’’. Med. Officer 9/, 83. 
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necessary, for the term “family visitor” could be used in many senses. For 
example, the visitor might be of the “friendly, good neighbour” type who, 
besides exercising any specialist functions, would attempt little more than 
immediate practical help and would refer difficulties to an appropriate 
authority ; or ‘a general family case-worker, like those employed by the 
Family Welfare Association; or an exceptionally well-qualified worker able 
to co-ordinate and supervise a team and act as consultant in difficult cases. 
Within the Council’s limited experience, Health Visitors were not yet pre- 
pared for any but the first role and, even so, they were too inclined to concen- 
trate on their own purposes and to underestimate or pass by problems of 
a deep seated nature or problems affecting persons other than the individual 
with whom they were concerned. Their necessarily heavy case-loads indeed 
made any other approach difficult. 


72. Witnesses from the case-worker group, especially the Institute of 
Almoners, dwelt at length on contrasts between the functions of the multi- 
purpose visitor of the first of the three types described by the Joint University 
Council and those of the professionally trained case-worker. The obvious 
practical differences lay in the widely different incidence of the problems with 
which both had to deal (and therefore the case-loads that both could accept) 
and the fact that acute social problems could not all be approached in the 
same way or by the same person, however expert. While the family visitor 
and the professional case-worker each could claim to have full respect for 
the integrity of their chents, their general approach to a problem was neces- 
sarily different. The former, in a large part of her work, pursued a clearly 
defined objective, using instruction, persuasion or direction, or whatever means 
seemed most likely to achieve the end thought to be desirable for the client. 
In this role she was welcomed by the client who was conscious of his need 
for expert advice. The professional case worker on the other hand, was 
increasingly having to deal with clients unable to use direct advice, however 
expert, until their anxieties had been relieved by talking out their problems 
within the security of a professional relationship with the case worker. The 
aim of such a relationship was to give the client the understanding and 
support needed to enable him to find a solution which was related to his 
personal needs and values rather than to those of the worker. The case 
worker’s aim was to help him to use his own strengths in order to become 
fully self-directing as soon as possible. 


73. The value of the general purpose family visitor lay in the wide range 
of families covered but this in itself was a tactical disadvantage in a case-work 
situation. If a wide range of families and problems had to be covered, even 
selectively, there could seldom be sufficient time for close analysis. More 
important, the family visitor—constantly in her district among many families, 
perhaps constantly with the afflicted family—might be a too familiar figure 
to be the consultant of choice in more complex or intimate problems. Many 
people might prefer to seek advice on such problems from a more remote 
professional worker from whom they could dissociate themselves after the 
particular problem had been solved or their own capacity to deal with it 
sufficiently strengthened. This was not to suggest that one form of work was 
socially more valuable than the other; on the contrary they were comple- 
mentary. Each worker would refer to the other freely and each had much 
to contribute to the other. None of the professional case-worker group saw 
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any insuperable ethical difficulty in the exchange of information within 
services With a common aim, provided it was fully understood that disclosure 
must never be made directly or implicitly (in action taken, for example) to the 
client or those concerned with him. This matter should be dealt with in 
practical training. 

74. It was not at all clear how far this point of view was acceptable to 
most other witnesses. The evidence relating to the functions of the Health 
Visitor in mental illness tended to suggest that the non-clinical aspects of the 
work of the psychiatric social worker were well understood. The evidence of 
the Royal College of Nursing and Women Public Health Officers’ Association, 
among others, suggested that the intervention of specialist professional case- 
workers could not be regarded as true overlapping. Criticism of the extra- 
hospital activities of the almoner—which took no account of the increasing 
employment of almoners by local authorities—may have been in fact intended 
to relate only to activities that were thought to be as well or better done by 
Health Visitors. The usefulness of other workers less well-established and 
perhaps less well trained was apparently questioned by many. The Society 
_of Medical Officers of Health in their oral evidence clearly indicated that the 
function of the “all-purpose” visitor was to relieve the burden on scarce 
professional case-workers by co-operative effort ; she might come to supersede 
on the other hand the social worker without proper professional training or 
highly specialised task who brought to the work only ia social science diploma 
or merely good intentions, without the background of experience of practical 
work with people that the Health Visitor’s early training gave her. 


75. It was clear enough that many witnesses, especially the employing 
authorities, thought the Health Visitor should occupy a central position as 
the principal home visitor in the health services and that she could do a wider 
range of work extending beyond the administrative responsibilities of the 
health and education authorities. Descriptions of the kind of work she would 
do were however not very precise and in some instances may have carried 
implications that were not fully intended. 


76. One employing authorities’ organisation, for example, would impose on 
Health Visitors the function of co-ordinating “ all agencies operating for the 
promotion of health and social welfare in the home, . . . consulting wherever 
necessary, other agencies concerned”. They viewed her work as essentially 
“ practical’, without, however, describing this term or its antithesis with any 
precision. Supporting this view generally, another made the reservation that 
“co-ordination ” should not imply “ administrative ” duties. Noting that the 
trend of need was towards the solution of social and psychological problems 
and away from questions of purely physical health, Scottish authorities’ 
representatives described the Health Visitor as the primary health and social 
worker, an area worker implementing local authority policy ; one body used 
such phrases as “friend” and “impartial and detached adviser” and 
“‘ sympathetic confidante ” to describe her way of working. The Women Public 
Health Officers’ Association suggested that the Health Visitor’s co-operative 
role was partly that of “ tutor”, interpreting to families the work of specialists 
and supporting their approach. The Queen’s Institute of District Nursing, 
recognising the need for specialist help, described the Health Visitor’s function 
as “ group teacher and individual consultant adviser to mothers regarding the 
upbringing of their families ; health adviser to school children, to deal with 
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deviations from the normal; and to be medico-social worker, coping with 
family problems at home or at clinics”. The Standing Conference of Health 
Visitor Training Centres laid particular stress on the recognition of incipient 
problems, whether social, psychological or physical in origin, and on ability 
to give “first aid”. Concentration on the needs as a whole of mothers and 
young children should be the basis of a “family visitor’s”” work. The Society 
of Medical Officers of Health, while agreeing on this point, emphasised that 
in the course of her visits for this and other purposes the Health Visitor 
must give “ advice and health education on any medico-social problem ”’. The 
general function might be summed up as “teaching and guiding of indi- 
viduals and families to become physically and mentally healthier by their 
own efforts, to accept their family responsibilities and to fit in with the 
community of which they are a part”. This definition, of course, goes very 
close, to say the least, to the boundary suggested by the case-workers. 


QUALIFICATIONS FOR ENTRY TO TRAINING 


77. Witnesses in all groups except the social welfare and case-worker 
interests were unanimous tthat qualification as a registered general nurse was 
essential.(‘) The reasons for this were stated in a number of ways which can 
be considered more conveniently in a later chapter. Briefly, they were that 
the training made an essential contribution to the Health Visitor’s profes- 
sional expertise and her prestige with the public, nurses, midwives, social 
workers and doctors, and it enabled her to seek other employment if Health 
Visiting failed her. Most witnesses in these groups supported with varying 
degrees of emphasis the proposal of the Nurses’ Working Party(*) that formal 
nurse training for state registration as a nurse should be possible in two 
years. Reference was also made to additions made by the English and 
Scottish General Nursing Councils to the nurse-training syllabus to enable 
students to gain a better insight into the background of hospital patients and 
into the local health services. This was generally welcomed as a contribution 
to the education of potential Health Visitors. 


78. Of the social welfare group the Society of Mental Welfare Workers 
accepted fully that the Health Visitor should be a nurse but argued, by 
implication, that this in itself gave good grounds for excluding her from 
social work with the mentally ill and defective, which called for a different 
fundamental attitude and non-nursing training. With varying degrees of 
emphasis all the social welfare and case-work interests and the witnesses 
from University departments took the point that nurse-training and experience 
inculcated habits of mind that made conversion to the social science outlook 
exceedingly difficult. Nurse-trained Health Visitors were, for example, inclined 
to be didactic in situations where such an attitude was unsuitable and to 
advocate ready-made solutions that while sensible in themselves did not pay 
full enough regard to the views of the client or his less obvious needs. This 
was, of course, true of other professions besides nursing. These objections 
would have greater force if Health Visitors entered to a greater extent fields 


(1) We use the terms “registered general nurse” or “‘ general nurse’ throughout as a 
matter of convenience to describe State Registered Nurses (S.R.N.) in England and Wales 
and Registered General Nurses (R.G.N.) in Scotland. In suitable contexts, the term ‘‘ nurse ”’ 
only is used. 
ae pees of the Working Party on the Recruitment and Training of Nurses (1947), 


94710 B3 


24 REPORT OF A WORKING PARTY ON HEALTH VISITING 


of work where a case-work approach was essential. Some other witnesses, 
including Health Visitor organisations, were in fact, inclined to agree that 
many nurses did have difficulty in adjusting themselves to social and public 
health training courses. 

79. The solution suggested by the Association of Psychiatric Social Workers 
was a reversal of the order of the trainings—a two year social science 
course followed by a purposive health training. The Institute of Almoners 
on the other hand agreed with the Society of Medical Officers of Health 
that such a reversal was unlikely to be successful. Faced with a hospital 
training, many students would use the social science training they had gained 
to take up some other form of work. The Standing Conference of Health 
Visitor Training Centres opposed such an arrangement on the same grounds 
on which it was proposed, namely, that the earliest professional training 
to some degree informs all later training and experience. 


80. There was rather more diversity of opinion as to the extent to which 
Health Visitors needed midwifery training. One view was that without the 
full midwifery qualification the Health Visitor could not carry out her 
statutory function of giving advice to expectant mothers. Another, expressed 
for example by the Scottish Health Visitors Association, was that since most 
Health Visitors in Scotland had to practise midwifery—and others might 
wish to later—they should not be deprived of the opportunity of qualifying. 
Midwifery was a useful second profession if Health Visiting failed and the 
qualification was an advantage to candidates for promotion. The Women 
Public Health Officers’ Association pointed out that domiciliary midwifery 
training was the first step in re-orientation towards preventive attitudes and 
the stage at which many Health Visitors were recruited. An obstetric training 
was unsatisfactory if it led only to Health Visiting and did not lead to the 
state certificate eventually. Few witnesses thought Part I of the certificate 
really useful alone since it was concerned with hospital work only and 
therefore to a large extent with abnormal conditions. Some would prefer a 
revised training in which hospital and domiciliary training were combined. 
Some witnesses would support a special course of obstetrics, if it were 
decided that Health Visitors should not practise midwifery, to enable the 
Health Visitor to co-operate successfully with the midwife. Others thought 
the present requirement—Part I of the state certificate—should continue 
until it was possible to include a period of specialised maternity training, 
including domiciliary aspects, in a shortened nurse-training course. Among 
those who favoured a short ad hoc training suitable for full-time Health 
Visitors was the Queen’s Institute of District Nursing who sent us a most 
interesting draft scheme for a four months’ course. | 

81. Views on the possibility of courses for nurses intending to become 
combined workers largely reflected views on combined work. Some found 
such courses impracticable, others undesirable. If combined work found 
favour, some thought the courses now run by the Queen’s Institute of District 
Nursing would be suitable. (The Institute’s approved Health Visitors’ courses 
are immediately followed by district nurses’ courses reduced to three months’ 
length. Students may take both courses or the Health Visitors’ course alone.) 

82. The age at which entry to Health Visitor training should occur was 
generally placed at about the age at which nursing and maternity training 
would normally finish. The general view was that mature development 
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was more important than physical age. Some pointed to the dangers of too 
long a gap between trainings; others thought such a gap—used to acquire 
relevant experience—might be invaluable but the minimum age should be 
not higher than 25 years. Relevant interim experience might include practical 
work with healthy children, or experience in children’s, tuberculosis or 
infectious diseases wards. No maximum age was thought desirable. 


83. Generally witnesses were concerned that students should have, besides 
suitable personal qualities, a satisfactory educational background. Though a 
minimum educational level should not be insisted on to the exclusion of 
otherwise suitable candidates, a standard should be aimed at. Most witnesses 
suggested the general certificate of education or Scottish leaving certificate. 
The Scottish branch of the Society of Medical Officers of Health thought 
University entrance standard should be the aim. Asserting that higher 
standards should be set and that these might soon be attained, the Women 
Public Health Officers’ Association suggested that students should have the 
general certificate of education at the ordinary level in at least five subjects. 
The London County Council thought that at least two subjects should have 
been taken at the advanced level—English and either social history or a 
general scientific subject. 


84. A good system of selection is implied in the suggestion that other 
criteria of suitability might be alternatives to a recognised educational 
standard. The Standing Conference of Health Visitor Training Centres recom- 
mended that there should be a recognised standard of selection enforced by 
the training centres (as, in practice, in Scotland) and not by the sponsoring 
authorities. References should be taken up, there should be a medical 
examination, a simple qualifying test of command of English and general 
knowledge followed by an interview by a broadly constituted selection 
committee to test personal qualities. 

85. It is relevant to note here the requirements of Universities for entry 
to the basic social science course. We were informed that students would 
normally be accepted at a minimum age of 19 years and would be selected 
for intellectual fitness for University work as well as personal suitability. 
(The standard might be the general certificate of education at advanced 
level in a number of subjects.) It was common to insist on a year’s working 
experience between school and University to give students a chance to 
experience the stresses of normal life and to meet a wide variety of people. 
A further year of professional training was increasingly recognised as neces- 
sary, either specialised, or, as some now hoped, generic in character. 


THE PROFESSIONAL TRAINING OF HEALTH VISITORS 


86. The employing authorities, professional groups and training authorities 
all expressed satisfaction in very general terms with the ground covered by 
the present syllabus of training, though there were many reservations on the 
part of some of them. Generally the accent was on a longer training of a 
less crammed nature, taken at a more leisurely pace and with a larger propor- 
tion of supervised practical experience. A number of witnesses thought 
those parts of the syllabus that had already been covered in nursing or mid- 
wifery training could well be omitted. The Standing Conference of Health 
Visitor Training Centres thought the omissions might extend to the public 
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health sections of the syllabus when the revised General Nursing Council 
syllabus (Part XI) was fully implemented. Scottish witnesses, particularly, 
wanted the content of sanitary and environmental health subjects reduced. 


87. There were a number of proposals for improving the content of the 
training. The emphasis placed on many suggestions depended on the witnesses’ 
views on functions. For example the London County Council thought that, 
in the case of venereal diseases, mental illness, marriage guidance, moral 
welfare, special educational services and the care of the aged, blind and 
handicapped, Health Visitors need be trained only to recognise the need 
for reference to and co-operation with the more expert workers who ought 
to be responsible for work in these fields. Other witnesses placed the accent 
on practical ability to handle a wide variety of cases, especially the care 
of the aged. Almost all were agreed that greater attention must be paid 
to the “social work” aspects of visiting—in proportion to the extent that 
the balance of the work should be tilted in that direction. A number of 
witnesses advocated the strengthening of the section in the syllabus on social 
economics with special reference to illness and disability. Subjects bearing 
on this topic that were specially mentioned included the care of the tuber- 
culous, the aged and the handicapped, and household management generally 
(including nutrition, budgeting and accident prevention). 


88. Great attention was paid to “mental health” or “mental hygiene” 
which was almost unanimously accepted as a matter on which Health 
Visitors’ training should concentrate. The subject was so consistently men- 
tioned and often so carefully distinguished from others as almost to appear 
a separate ‘and definite duty, though it defied precise description. The Society 
of Medical Officers of Health noted that emotional illness was increasing, 
and that success in the public health field depended increasingly on securing 
the acquiescence of the public in measures for their personal benefit and 
therefore on understanding the emotional reactions and attitudes of in- 
dividuals and family groups. They advocated, therefore, such training in 
the principles of psychology as would help the Health Visitor in assessing 
child development and coping with problems of relationships, especially of 
the mother and child, and mental adjustment to new situations. The student 
should have the opportunity to study the development of normal children 
and she would be helped also by attachment to a child guidance clinic. The 
Scottish Branch of the Society and the Association of County Councils of 
Scotland added the special point that “mental health” training should deal 
particularly with the needs of the aged. The Standing Conference of Health 
Visitor Training Centres were doubtful how centres would be able to deal 
with this aspect of training. 

89. Many witnesses advocated a more thorough approach to training for 
the work now generally recognised as being in the Health Visitor’s province. 
Students should have careful training in the techniques of approach to 
people of different kinds in different circumstances and of successful inter- 
viewing. There was a fairly general demand for training in health education 
techniques in dealing both with groups and with individuals. (A few witnesses 
thought group teaching a specialist function requiring extra training.) It is 
probably fair to say that all witnesses were concerned that students should 
have a fuller knowledge of the work of other social agencies, insight into 
their objectives and methods, and training in the art of referring cases and 
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co-operating in a joint approach to a common problem. Students should have 
a better training in case-reporting and record keeping. Practical work should 
be taken in areas better suited for the purpose, should be better and more 
comprehensively planned and supervised and should be related to studies. 
The overriding reservation implicit in much of the evidence but expressed 
forcibly by the Association of Municipal Corporations and the Royal Society 
for the Promotion of Health was that the Health Visitor must be a “ practical ” 
worker who therefore needs a practical training. 


90. Witnesses representing the case worker interests and University Depart- 
ments were in general agreement with the trend of the views outlined above 
but they would go further in the direction of training for the social aspects 
of the work. The Association of Psychiatric Social Workers stressed that 
experience was no substitute for basic formal and technical training. They 
thought it important that the Health Visitor’s course should lay emphasis on 
an understanding of the relationship between the mother, her children and 
the rest of the family ; the normal development of children and the emotional 
aspects of stages of that development (mentioning specially feeding, sleeping 
and toilet training). They referred also to the psychological problems 
surrounding the sick and the aged. The Institute of Almoners warned against 
overloading the course with sociology—stress should fall on practical know- 
ledge of social agencies and instruction in the techniques of interviewing, 
educating and case-reporting. The Association of Children’s Officers, noting 
the higher standards of co-operation of more recently trained Health Visitors, 
suggested that still more training was needed in the recognition of incipient 
problems and an assessment of when and how to refer them; insight into 
family problems and knowledge of other workers’ fields—not least that of the 
child care officer—was necessary for this. The Joint Universities Council and 
Hull University concurred generally in these views but expressed doubts 
about the capacity of any student to cope with the task set in less than the 
period normally needed for a social science diploma. 


THE FORM AND ORGANISATION OF TRAINING 


91. Both the length and the nature of courses came under criticism, The 
shortest period recommended by any witnesses was one academic year— 
equivalent to nine months training—but some witnesses thought a full calendar 
year desirable. The Society of Medical Officers of Health strongly urged a 
training of eighteen months, but this was linked to the introduction of a 
shorter nurse training. The case worker group advocated a social science 
course of about two years with a “ health worker ” training of about the same 
length, balanced in duration, that is, according to the relative importance of 
the two sides of future work. The Association of Psychiatric Social Workers 
would like training to be associated with that of other social workers. In any 
event, uniformity of practice was essential. The quality of the courses, it was 
thought generally, could be improved. They were too hurried, too crammed : 
there was a need for better quality teaching, since the influence of the tutor 
was felt for many years. Discussions, seminars and practical case conferences 
should bulk large. Practical work needed to be better organised and related 
more closely to theoretical instruction. No more than one student should be 
given to one supervisor of practical work and the ratio of students doing 
practical work to total Health Visiting staff should not exceed one to four. 
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Some witnesses thought that course records should weigh with the examiners 
perhaps more than the examination. 


92. While one or two witnesses strongly doubted whether a University 
link with training was either suitable or desirable for Health Visitors, most 
wanted an association of some kind, partly because of the practical 
advantages of attachment to a superior educational organisation and of a 
closer link with medical schools or social studies’ departments, but partly 
also because of the more favourable status resulting for Health Visitors, 
especially in relation to social workers. Some, such as the Standing Con- 
ference of Health Visitor Training Centres and London County Council, 
wanted the training to be conducted by a University department or technical 
college affiliated thereto. Others preferred that the Universities’ influence 
should be exerted through membership of a central body responsible for 
the organisation of training. Employing authorities and the Society of Medical 
Officers of Health stated or implied that control of courses should remain 
with local authorities, if indeed, they were not wholly responsible for them. 


93. Views on central organisation varied. The Queen’s Institute of District 
Nursing saw the problem as one of co-ordinating nurse and midwifery 
trainings. Scottish witnesses generally saw no objection to the present arrange- 
ments, except that the examining body should be more broadly representative 
of employing, professional and educational interests. Some English witnesses 
were inclined to agree, the English employers tending to claim that the 
local authorities as such should have a voice. But some uneasiness as to 
the flexibility of present arrangements was expressed by many. While the 
conduct of examinations might well remain in the hands of the Royal 
Society for the Promotion of Health it was thought the control of the 
syllabus and supervision of the curriculum should be undertaken by a 
more widely representative body. This would be essential if Universities 
played a full part in training. Indeed the Standing Conference of Health 
Visitor Training Centres, the Royal College of Nursing and the London 
County Council joined in looking to a time when University training centres 
would control their own courses and internal examinations and issue their 
own certificate of qualification. Mist witnesses, however, preferred a certificate 
of competency granted by a central training body, while some advocated a 
national register (which might include a separate part for tutors) to be 
kept by the professional bodies, the examining body or, some said, the 
General Nursing Council. The object of the register was said to be partly 
to enforce standards and impose discipline and partly (perhaps mostly) 
to enhance status. No suggestions were offered as to how the cost might | 
be met. 


94. Witnesses’ views on the extent to which Government departments 
should intervene to help to maintain standards were coloured by a natural 
desire for independence of any central control. Those local authorities who 
advocated special financial aid for training thought that some element of 
Government supervision would necessarily follow but they saw in this the 
advantage that uniformity of arrangements not only in the training itself 
but in the finance of training could thus—perhaps only thus—be achieved. 
Some bitterness was shown at the failure of many authorities to pay their 
share of the cost of training, while benefiting from the expenditure of others. 
Some Scottish authorities favoured the extension to Scotland of the Statutory 
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Instrument(!) in force in England and Wales requiring Health Visitors to 
be professionally qualified ; they hoped that this would result, as in England 
and Wales, in a reduction in the number of unqualified workers. The 
professional organisations saw in Government backing an essential safeguard 
to their interests even if it only took the form of membership of a central 
training body. 


RECRUITMENT PROBLEMS 


95. Most witnesses referred to a real shortage of Health Visitors in 
almost all areas. Many witnesses referred to the general shortage of women 
available for employment according to the estimates made by the Ministry of 
Labour and National Service and suggested that inevitably recruitment to 
Health Visiting would suffer. There was a special shortage of women of the 
level of ability required for Health Visiting and this was accentuated by 
over-specialisation—as between Health Visitors and social workers, or, 
as the Queen’s Institute of District Nursing suggested, between Health 
Visitors and nurses. Co-ordination of work would help in that respect, either 
administratively ‘by combining health and welfare departments, or 
functionally by securing better co-operation and eliminating unnecessary 
jobs. 

96. The overall length of training—from student nurse on—was mentioned 
as an obstacle by some; this could be reduced only by shortening nurse 
training. The London County Council pointed out that recruits had now 
first to do nursing and midwifery courses before taking up the final training, 
but some girls would prefer to embark on a Health Visitor training straight- 
away. There was no uniformity of training grants, according to a few, 
who added that grants were often not commensurate with needs at the 
age when training was taken. Grants were often conditional on a contract 
of service after training. This deterred recruits who wished to be free to 
offer their services anywhere. It failed in its object unless the authority’s 
area could be made attractive on the long term. The training courses in 
themselves were not always attractive to those who sought work of truly 
professional status; better courses would stimulate recruitment. 


Publicity was needed to attract especially the nurse but also the school 
leaver. The functions of the Health Visitor were largely unknown to the 
public, to doctors and to nurses; all the emphasis of recruitment drives 
lay on the attractions of curative work to the exclusion of prevention. 
Measures to familiarise general practitioners, medical students and student 
nurses with public health work were welcome and should be intensified. 


97. By far the most important deterrents were said to be the pay and 
conditions of service of Health Visitors compared with those of other 
workers. Some witnesses pointed to disparity between conditions of work 
in hospital and home nursing generally and in Health Visiting, and others 
made comparisons with the non-graduate teacher and certain social workers ; 
the Royal College of Nursing supplied a list of workers with more favourable 
conditions but no better claims (according to the College) to professional 
status. Generally the comparison was made with the ward-sister living in 
hospital whose salary was slightly higher than the Health Visitor’s, whose 
basic training was shorter, but whose situation—making all allowance for 


() Statutory Instrument 1948, No. 1415. 
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variable living conditions and liability to duty—was markedly more favour- 
able ; it was this level of ability that was tapped to recruit Health Visitors. 
Conditions of service—holidays, sick leave and so on—were also said to 
be inferior to other workers’ and in need of improvement. A well-designed 
national uniform would itself be an attraction, according to two witnesses. 
Opportunities for advancement were few. The number of senior posts had 
decreased with the transfer of work from district councils to the Counties. 
Nothing lay between the administrative posts and the general duties grade 
except certain posts carrying added responsibility allowances and the Health 
Visitor tutor posts, which involved further training and in any case were 
open to few. Higher scales for more experienced staff, “area” posts (of 
an administrative or consultant character) and special allowances for certain 
specialists, such as group teachers, and for staff acting as practical tutors 
to students, lecturing to students, etc. were all suggested. Differential scales 
for areas where conditions were unavoidably unattractive were also 
recommended. 

98. Part of the shortage would be made good by re-organisation. The 
need to reduce the time spent by Health Visitors in travelling was strongly 
pressed. The employers’ representatives as well as medical officers and 
professional organisations were all insistent on this point, to which some 
gave first importance; providing adequate transport would cost less than 
engaging extra staff. Even more commonly suggested was the employment 
of ancillary staff in schools and at clinics, whether nurses, voluntary helpers 
or clerks, to relieve Health Visitors of less skilled work and to enable them 
to devote all their time to their proper functions. Among the employments 
now carried out by Health Visitors that ought to be delegated to others 
were mentioned receptionist duties, weighing and measuring, food selling, 
stock checking, laundry checking, clerical duties (filing and re-filing, etc.). 

99. Lastly, Health Visitors must be treated as professional workers able 
to act with a large measure of independence. Within the general policy 
of the local health authority, they should be responsible for their own 
allocated area and left much freedom to organise their own work and to 
harmonise it with that of other workers in the area, untrammelled so far as 
possible by undue demands from the department for records and statistics. 
For this they needed certain essentials—a telephone and an office or at the 
least a regular “port of call” where at stated times they could always 
be found. 


CHAPTER II 


SOME LOCAL PROFESSIONAL VIEWS 


100. As we indicated in the introductory chapter we visited a number of 
areas to discuss with people on the spot the way in which Health Visiting 
services were being given. We visited successively Birmingham, Newcastle, 
Glasgow, Bristol and Cardiff. While we were at Newcastle, Glasgow and 
Cardiff we discussed problems of interest at length with officers of neigh- 
bouring Counties—Northumberland, Ayrshire and Glamorgan—and we also 
were able to discuss certain features of the work in Durham and Falkirk. 
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We did not select the areas as in any sense typical but because in each case 
there was at least one special feature of interest from the point of view of 
Health Visiting—for example, the relatively great degree to which Health 
Visiting and general practice are associated at Birmingham. In fact they 
could serve as good examples of services in large authorities and the problems 
We were most concerned with certainly occur in most such areas. 


101. Except in the case of Birmingham and Bristol preliminary surveys 
of Health Visiting were made by independent observers, to help us in our 
discussions. At each visit we first discussed the survey with the observer and 
in all cases except Newcastle and Northumberland (for which the reports 
unavoidably arrived too late) we were able to discuss her comments with the 
medical officers of health concerned. In addition we had the opportunity 
to talk to senior medical staff, senior and junior Health Visiting staff, general 
practitioners, almoners or other social case-workers, and, in most cases, 
psychiatrists, chest physicians, senior nurses, midwives and others. The main 
features of interest emerging from these discussions are described below. 


102. The field of work covered by Health Visitors varied considerably. 
In Cardiff, Glamorgan and Northumberland the whole general duties’ field 
was covered ; in Ayrshire (where combined work was done) and Bristol, 
tuberculosis was the only specialised branch of Health Visiting; in 
Birmingham tuberculosis and school work were separately organised; in 
Newcastle all except school work was included in the Health Visitors’ work 
and this was in process of integration ; while in Glasgow there were separate 
organisations for maternity and child welfare work, school health and 
tuberculosis, and the city had an unusual feature, a section of nurses attached 
to the housing department. 


COMBINED DUTIES 


103. As in the case of the formal evidence we received from organisations, 
views on combined duties as opposed to full-time Health Visiting depended 
almost entirely on the experience of the witness. None of the Counties visited 
in England and Wales—which have fairly extensive rural areas as well as 
urban areas—had or wanted a combined service. Ayrshire wanted nothing 
else, whether in town or countryside. The County Boroughs and Glasgow saw 
no advantage in combination ; on the other hand Falkirk, a sizeable town, 
claimed to have run a successful service for many years on this basis. Health 
Visitors’ views, often very firmly expressed, generally coincided with the 
views of their employing authorities. It was not apparent that closer relation- 
ships existed between combined workers and general practitioners than 
between the latter and full-time Health Visitors where good contact had 
been established. Some of the general practitioners we saw were clearly 
attracted to the idea of combined work; some opposed it. Otherwise we 
received no new evidence for or against the majority view of Health Visitors 
and their employers that combined work was not to be recommended. 


SCHOOL HEALTH SERVICE 


104. Varying views were expressed about the organisation of the School 
Health Service. In Birmingham, for example, though “family visiting” was 
thought to be an ideal principle, some thought it could in practice complicate 


32 REPORT OF A WORKING PARTY ON HEALTH VISITING 


intolerably the work of the Health Visitor. She would have to deal not only 
with school and home but also with hospitals and perhaps several general 
practitioners—for the “family doctor” by no means always served all 
members of one family. Great difficulty would be experienced in matching 
Health Visitors’ areas to the catchment area of one or more schools. In 
Glasgow, on the other hand, a separate service was justified on the ground 
that the volume of work of the school nurse was great and her contacts were 
almost invariably within the education system. Home visits need not be 
frequent, for parent-attendance at examinations was excellent. Thus there 
was no point in bringing in the local health authority’s Health Visitor. 
In other areas no administrative difficulty in integration was seen, though 
the view was expressed by a Health Visitor and a general practitioner in 
Ayrshire that school work added unduly to the burden of routine work. We 
noted with approval an arrangement in Northumberland by which talks by 
a Health Visitor on mothercraft were included in the school curriculum and 
many girls took the certificate of the National Association for Maternal and 
Child Welfare. | 


TUBERCULOSIS SERVICES 


105. There were widely varying views on the organisation of the tuber- 
culosis service also. The most complete separation from the main body of 
Health Visitors seemed to exist in Birmingham, where tuberculosis visitors 
were not the responsibility of the Superintendent Health Visitor. Elsewhere 
the main points of contention were the desirability or otherwise of specialisa- 
tion on tuberculosis, the nature of the Health Visitor’s work at clinics and 
the training needed for the work. 


106. Most chest physicians were in favour of specialisation. We were 
frequently told that tuberculosis must still be regarded as a medical and 
social problem of special urgency. There was no shortage of beds for ordinary 
cases but the organisation of home treatment, tracing of contacts and develop- 
ment of prophylactic inoculations had increased and in future would increase 
the volume of work. Close contact between chest physician and home visitor 
was needed and would be difficult to organise if clinics were few and 
scattered (or, paradoxically, if they were many and ever-open), unless a 
full-time worker was employed. General duties staff tended to lack knowledge 
of and interest in the work though this might be improved by refresher 
training. Above all they lacked time—especially combined duties staff. 


107. At the clinics, duties varied fairly widely. The general impression 
was that Health Visitors commonly played a large part in running the clinic 
(except that they did no treatments and nothing in the way of almoning work). 
Their duties might include chaperonage, reception, weighing and recording 
as well as reporting on home conditions and receiving instructions from the 
doctor. In one case it was proposed to relieve them of duties of an unskilled 
kind but it was feared that “ dilution” would be resented! Full-time visitors 
seem normally to have seen new patients as they were diagnosed but rarely 
attended with patients from their own areas thereafter. 


108. A rather different impression was given in North East England. Here 
general duties staff were preferred because they had better knowledge of 
families and conditions in their smaller areas. New patients were not seen 
by the Health Visitor at clinics but were notified to her, whereupon she at 
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once visited the patient at home and reported to the chest physician. 
Subsequently appointments for patients were adjusted so that their own 
Health Visitor could attend at the same time. This was sometimes difficult 
but if attendance was missed the gap could be filled successfully by con- 
sulting clinic records and discussing the situation with the chest physician 
at a case conference or other convenient opportunity. In these areas, the 
Health Visitor’s work was restricted to health education and social work ; 
the running of the clinics and the giving of treatments were a hospital 
responsibility. 

109. The respective roles of Health Visitor and almoner at clinics were 
also various. Generally the view was that almoning was a necessary feature 
of clinic work. Almoners were particularly useful in dealing with difficulties 
that stood in the way of early admission or continued treatment, with resettle- 
ment problems and with other more complex problems for which the Health 
Visitor lacked time or expertise. They supplied an element of continuity 
at clinics without full-time visiting staff. On the other hand, some Scottish 
opinion held that the social worker was needed only because of the time 
factor ; full-time Health Visitors could do the job just as well. No need for 
an almoner was felt at Bristol, too, but a “welfare staff’? was available for 
social problems. 

110. There was no unanimous view on the training needed for the work. 
Some chest physicians thought special knowledge of and interest in tuber- 
culosis most desirable but the British Tuberculosis Association’s certificate 
was thought to be more relevant to bed-side nursing. The Health Visitors’ 
certificate was thought to be essential by most but quite unnecessary by 
a few. 


111. It was apparent that those responsible for the service found them- 
selves in a dilemma. Chest physicians, by and large, wanted full-time staff 
to do their work in their way, although some recognised that specialised 
staff might tend to become narrow in outlook and isolated from the main 
body of Health Visiting. On the other hand they also wanted fully qualified 
staffs. It seemed to many unlikely that they could have both their wishes 
fulfilled, for qualified staff were unlikely generally to see sufficient profes- 
sional satisfaction in, and be attracted to, full-time specialisation in tuber- 
culosis alone. Some local health authorities have felt that, while tuberculosis 
remained a problem of immediate urgency in their areas, specialisation was 
justified. The tendency therefore was to accept staff with less than the 
desired qualifications in order to have full-time staff. 


SPECIALISATION 


112. We had many opportunities to discuss specialisation in other respects, 
usually in connection with hospitals. In Glasgow the main branches of Health 
Visiting were all specialised. This was justified on the grounds that public 
health problems in that city were still of such a magnitude that special 
measures were necessary to deal with them. An experiment in general duties 
work in one area had failed partly, it was true, because the areas worked 
were too small, but partly also because staff tended to pursue their own 
interests, to the detriment in particular of tuberculosis. Further experiments 
in the direction of decentralisation and generalisation were, however, 
contemplated. 


34 REPORT OF A WORKING PARTY ON HEALTH VISITING 


113. There was little or no fractional specialisation in the areas visited 
except in Birmingham, Bristol and Cardiff. In Birmingham, the indication 
for such specialisation was said to be the need for co-ordination in a subject 
of special importance, for example, the care of the aged and the care of 
the unmarried mother. A similar view would be held in Bristol. In Cardiff 
specialisation was practically confined to hospital after-care. Here the favour- 
able conditions were thought to be the availability of suitable staff, a defin- 
able problem and a hospital department of limited size whose medical staff 
were keen to co-operate. Special follow-up of gastric disorders, for example, 
might thus have to be reconsidered because demands from hospitals were 
likely to exceed the possibility of specialist staffing. In all these areas 
specialists were expected to link up with district colleagues. Some importance 
was attached to specialisation as a means of furthering staff education. Except 
for the psychiatric and diabetes specialties (which called for special training) 
special posts rotated about every two years among volunteers for the work. 
All specialists helped their colleagues with problems on which they had 
become expert. While the value of certain specialties was confirmed in 
Cardiff, it was agreed that they were in a sense a luxury: they did nothing 
to relieve the burden on general duties staff. 


114. An account of the way of working of some of the specialists whose 
work we discussed may be illuminating. In Birmingham, one visitor was 
attached to a general hospital where there were four medical wards for 
children. She attended for two sessions a week at the hospital for discus- 
sion of cases with the paediatrician, ward sister and almoner. She would 
spend another two sessions visiting homes, assessing the possibilities for 
discharge home or to a convalescent home. Special attenion was naturally 
paid to problem families, which would be discussed with the district staff. 
(The rest of her time was spent on the care of the aged and chronic sick.) 


A second Health Visitor worked with the Children’s Hospital. She did 
ward rounds with the almoner twice weekly and paid visits accordingly, 
reporting to the almoner. She helped to supervise home treatment of dis- 
charged children. She had a small area in which she did selective visiting 
on a general duties basis. Generally these arrangements seemed satisfactory 
to the hospital staffs and Health Visitors alike. Home visits by the almoner 
were not eliminated, especially where children were re-admitted, and adminis- 
trative work, for example arranging convalescence, was held to be the 
almoner’s job. 


115. Four different specialties were discussed in Bristol. A “ problem 
families ” specialist was concerned with some 60 families—10 in conjunc-. 
tion with family service units, 30 with other agencies and 20 on her own 
account. The size of her contribution depended on the importance of the 
health aspect. She thought her present case-load was as much as she could 
deal with. A second Health Visitor specialised in blind welfare, but primarily 
the hospital treatment aspects—following up clinic  attenders, encouraging 
them to take or continue treatment and explaining it. She was concerned 
with adults, mostly the aged, and had little to do with children. A third 
Health Visitor besides looking after a small district dealt with premature 
babies. If they were born in hospital she undertook intensive visiting on dis- 
charge ; if born at home, they were in the care of a specialist midwife until 
they weighed six pounds; in either case, she handed over to the district 
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Health Visitor usually at about three months (after examination at a follow- 
up clinic). The fourth specialty dealt with the aged. There were 3,600 cases 
on the register. The Health Visitor undertook, in co-operation with other 
agencies, to provide “any sort of help” that was needed. She seemed most 
concerned with the aged sick. One of her most important jobs was assessing 
special priorities for admission to hospital; her reports were generally 
accepted without question. 


116. In Cardiff, two Health Visitors were attached to the paediatric depart- 
ment of the teaching hospital, retaining their connection with ordinary duties 
by keeping a small general district. Their principal work was visiting out- 
patients at home, before admission and before and after discharge where 
necessary, reporting on home conditions and interviewing parents at home 
or at clinics. They attended ward rounds, case discussions and seminars and 
gave lectures on their work to medical students. In Glamorgan, specialisa- 
tion in this work was not practicable. The paediatrician got over the diffi- 
culty by devising a standard report pro forma which the Health Visitor 
completed and discussed with the divisional supervisor. 


117. We were especially interested in the psychiatric specialist. This Health 
Visitor was chosen from a short list of volunteers all of whom were prima 
facie suitable. It happened that she had mental nursing qualifications. She 
was given one year’s special in-service course, however, before being fully 
employed. She worked with two social workers taking about the same case- 
lead. She attended all out-patient sessions and did the first follow-up home 
visit for her cases and checked defaulters. She visited hospital patients before 
discharge and helped in re-adjustment afterwards. She acted as liaison officer 
between hospital and local health authority in any matter of after-care and 
advised her general duties colleagues on problems within her field; one 
of her incidental functions was informal staff education. It is noteworthy 
that the cases allocated to her and to the social workers differed in kind: 
the latter were concerned with cases in which psychiatric factors predomi- 
nated, while the Health Visitor dealt mainly with socio-economic factors. 
The medical superintendent of the mental hospital expressed his warm 
appreciation of the possibilities of further development on these lines. 


We were told that some use was made of general duties Health Visitors in 
the child guidance service in Cardiff. Results were poor at first but improved. 


118. It is convenient to record here that a mental hospital near Newcastle 
has experimented with some success in the employment of Health Visitors 
in psychiatric work. Selected cases were allocated to visitors under the super- 
vision of medical staff and a psychiatric social worker. Some thirty cases 
had been handled in this way and in at least six cases the need for admis- 
sion had been avoided or delayed. They were mostly chronic cases or old 
people with mild symptoms and the work involved explanation and re-assur- 
ance to families, practical help to meet nursing needs, friendly support for 
the anxious patient, and periodic checks on preventive treatments (for 
example, in epileptic cases). The danger of duplication had been avoided by 
consultation and joint visits. 
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HEALTH VISITORS AND GENERAL PRACTICE 


119. We were naturally concerned with the relations between general 
practitioners and the Health Visiting Service. Before our visits all areas 
had had a chance to discuss the circular issued by the British Medical 
Association and Society of Medical Officers of Health urging co-operation. 
We found that its principles were fully accepted by both practitioners 
and authorities but practical progress was uneven. Our visits enabled us 
to hear and sympathise with the difficulties of both sides and learn some 
of the methods of approach adopted to bring about co-operation. 

120. In Birmingham development had started earlier and had been more 
rapid than elsewhere. Health Visitors and general practitioners had been 
introduced to each other at a series of meetings at clinics. Afterwards 
Health Visitors had called on the doctors and had almost invariably been 
well received. Nearly 15 per cent. of doctors were holding clinic sessions 
for expectant and nursing mothers (and some for older children) which 
the Health Visitor attended for health education purposes. Maternity and 
child welfare work was the basis of the working relationship, one of the 
most important subjects being infant feeding. The link with doctors in the 
care of mothers and children was clearly important as, since 1948, mothers 
were much more inclined to consult a family doctor. Many doctors, however, 
found a variety of useful tasks for Health Visitors among their other patients, 
mainly the aged. Besides attending fixed surgery periods when most of the 
patients were women and children, a Health Visitor occasionally accom- 
panied a doctor on his rounds. The difficulty of overlapping practices and 
areas had been got over, largely, by careful liaison. Each doctor knew the 
Health Visitor working in the area of his own surgery. If she did not cover 
the whole practice, she would, if necessary, pass on his instructions to a 
colleague in the area concerned. This worked well. One Health Visitor 
worked with six doctors in her area without difficulty. We understand that 
this ratio of Health Visiting Staff to doctors was thought to be about 
right. One of the doctors whom we met thought there was sufficient work 
for a full-time worker in a practice of three doctors (but some of the work 
suggested would be more appropriate to a home nurse and a secretary). 

A greater difficulty was the heavy demand on staff time. It was in any 
case the policy of the authority to encourage selective visiting, that fs, 
after “first visits” the Health Visitor had full discretion. This policy was 
a necessity while co-operation with doctors was developing; over-use or 
misuse of staff time would gradually decrease, it was thought, and doctor 
and Health Visitor would complement each other. Appreciation of the service, 
and especially of clinic facilities, was expressed by the doctors we saw. 

121. In Bristol, nearly one-third of the doctors on the obstetric list saw 
their own maternity cases in the authority’s clinics. Here there was a close 
tie-up with the hospital service and hospital booked mothers attended 
these clinics. There was, as in Birmingham also, a single set of records 
available to hospitals, practitioners and the local health authority. The 
doctor thus knew of virtually all pregnancies in his practice and had all 
relevant information easily to hand. Midwives’ and Health Visitors’ sessions— 
and if possible the consultant-obstetrician’s session—coincided with the 
doctor’s visits. Other staff came in for consultation when they knew the 
doctor was there. Clinic nurses were available for routine duties. The only 
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disadvantages were that a few patients objected to the clinics and the 
opportunity for consultation on general matters was lacking. 


122. ‘We visited the William Budd Health Centre in Bristol and heard 
from doctors there how valuable this service was to them. Owing to the 
co-operation of the Health Visitor, one doctor said, for example, that 
he was in closer touch with families from birth to school days. Dealing 
with children in his practice was far easier with the help of the Health 
Visitor. Health Visitors known to be attached to a doctor had an easier 
entrée to the family. In return they helped to reduce the burden on the 
doctor by relieving him of repeated consultations, for example, with 
patients whose main need was sympathetic reassurance, and by taking up 
social aspects of illness situations, such as helping to secure re-housing. The 
organisation of group discussions among mothers was a great help—examples 
were quoted of the effectiveness with which mothers who had benefited 
by health education could act as missionaries among their neighbours at 
such sessions. The health centre served an estate in which many social 
difficulties still were apparent. Partly at least through the activities of the 
Health Visitors the centre had become the meeting point of a dozen social 
agencies concerned with such problems. 


At both the health centre and the clinic that we visited it was clear 
that success largely turned on the personality and ability of the Health 
Visitor in charge. 

123. We had the opportunity at Bristol to discuss co-operation with 
other doctors who were frankly critical. They claimed that they rarely 
heard of Health Visitors except where they gave conflicting advice—a 
general complaint among doctors not in touch with Health Visitors which 
we did not hear where contact was well established. They were irritated by 
and disapproved of the activities of the specialist on the aged sick. They 
had some need of help with their practices—mainly with the aged and 
with growing children (with whom preferably the home nurse should deal) 
and wilh infants up to six months (with whom the midwife should be trained 
to cope). Home nurses were overworked and every effort should be made 
to recruit more. The doctors saw no need of a third profession linked with 
nursing but undertaking also social work; social work was a task for fully 
trained social workers. These doctors took the view that the Health Visitor’s 
training and experience consisted largely of nursing sick adults in hospital 
yet their work was mainly with normal and healthy mothers and children 
in their homes. Though Health Visitors were concerned with advising on 
maternal and child welfare, only a small part of their training was devoted 
to this; yet this small part was taken in a course already too short to 
fit the Health Visitor for medico-social work. Superficially these arguments 
have much force; but it seems probable to us that the additional work 
expected of nurses and midwives would entail additional training not unlike 
that of the existing Health Visitor. 


124. It would be a fair general conclusion that in the areas visited there 
had been apathy rather than antipathy on the part of many doctors. While 
thé will to co-operate was general, there was sometimes no clear conception 
of the objective, sometimes lingering suspicions of motives. It appeared in 
some cases that each side awaited a move from the other. Initiative from 
one side only was often not enough. There seemed to be no single measure 
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certain to produce results. It would be natural, for example, to assume that 
combined workers would achieve a better relationship with doctors, because 
they were home nurses and midwives, than would full-time Health Visiting 
staff. There seemed, however, to be no difference between the relationships 
of doctors with combined workers in Ayrshire and with general duties 
workers in Northumberland, as described to us. It would be natural to 
start by associating Health Visitors and doctors in maternity and child 
welfare work. This achieved much success in Birmingham, where the 
authority accepted fully the consequent drain on Health Visiting time, 
but less success in Bristol, where equally generous clinic facilitfes were 
offered. In Newcastle, on the other hand, most of the ante-natal work was 
done by general practitioners but there had been little subsequent contact 
with Health Visitors. In Newcastle, general practitioners were aware that 
Health Visitors were working intensively on the child morbidity inquiry 
among one thousand families initiated by the late Sir James Spence,(+) but 
little advance in co-operation resulted. One procedure was initiated in 
Newcastle shortly before our visit that may have good results. Each Health 
Visitor after a first visit to an infant notified the family doctor of the fact 
and gave her name and means of getting in touch with her. Other interesting 
suggestions included discussions between local B.M.A. branches and Health 
Visitors themselves and the introduction of Health Visitors to medical 
liaison meetings. We were convinced that co-operation was always practical 
but the means of achieving it would depend on local initiative and 
imagination. 


THE HEALTH VISITOR IN A SOCIAL WoRK ROLE 


125. While generally witnesses were very willing to pay tribute to the good 
~ work of Health Visitors there was criticism of some aspects of their work. 
In almost every area we visited we met almoners employed by either the 
local health authority or the hospitals. In Bristol we had a brief talk with 
representatives of the Council of Social Service and in South Wales with 
children’s officers. All—especially the almoners—welcomed co-operation with 
the Health Visitor and, if anything, wanted closer direct contact with field 
visitors. They saw no ethical barrier to free discussion of cases of common 
interest. With varying degrees of emphasis and varying illustrations, however, 
they referred to shortcomings that they said were apparent in the Health 
Visitor’s activities purely as a social worker, so far as these went beyond 
the matters with which she inevitably had to deal to make her everyday 
visiting effective. These witnesses were not of course any more representative 
than others whom we saw and they disagreed at some points with the official 
evidence given by bodies of which many were members. On the whole, 
however, the viewpoint was uniform. The general criticism amounted to the 
opinion—backed by experience—that in general Health Visitors (for whatever 
reason) did not deal adequately with situations that called for more than a 
superficial appraisal or for psychological insight. In such cases they were 
inclined to be overconcerned with their own purposes and to attribute too 
much importance to environmental factors which might in fact not be the 
crucial ones. Those who had a better insight ran the risk of going too far, 
handing over either not at all, or too late. Reports by Health Visitors were 


(‘) Spence, J. et al (1954) ‘“*A Thousand Families in Newcastle-upon-Tyne: an approach 
to the Study of Health and Illness in Children ’’. Oxford University Press. 
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misleading sometimes for these reasons. The inadequacy of teporting on 
difficult cases was mentioned also by some medical witnesses. While reports 
were usually sufficient for their purposes, they were inclined to call for a 
report from a more highly trained social worker in more complex cases 
and not to rely solely on the background given by the Health Visitor. Various 
reasons were advanced—lack of insight, lack of knowledge of the task and 
objects of other workers or lack of training in observation and reporting. 
Medical officers of health and senior Health Visitors were unanimous that 
knowledge and ability were not lacking though many agreed that, except in 
discussion, many Health Visitors were poor hands at passing on what they 
knew. 


TRAINING OF HEALTH VISITORS 


126. Most witnesses, expressly or tacitly, accepted that the Health Visitor 
should be a registered general nurse in order to carry out her health education 
work. Some may have had reservations on that point but they would all, 
we think, agree that a “health” training should form the major part of the 
course. General practitioners who expressed views on the point felt that the 
training must commend itself to doctors, especially if the Health Visitor 
was to be concerned with the sick; a nurse training would satisfy their 
requirements. If any modification was thought necessary, it was generally on 
the lines of a nurse training based on the recommendations of the Nurses’ 
Working Party in 1947. There was some support for an integrated nurse/ 
Health Visitor training which would lay stress on public health work from 
the beginning ; two senior Health Visitors thought that it was often difficult 
to inculcate preventive attitudes in former nurses. There was some criticism 
of the required midwifery training on the grounds that, being institutional 
in character, it did not prepare the Health Visitor for domiciliary work. 
Elements in whatever nursing and midwifery training were needed should 
not be repeated in the ensuing professional course. 


127. Health Visitors while naturally proud of their status as nurses were 
also concerned about their position relative to other social workers and this 
partly accounted for anxiety to improve the training in the direction of social 
work. There was little or no demand for social science courses as such but 
some thought that courses should be biased towards the social science point 
of view; the help of University departments to improve the training was 
thought by many to be essential. (In fact in all the areas visited there was 
a close link between the training course and the University.) It was generally 
considered that greater attention should be paid to teaching Health Visitors 
to write reports that would meet the needs of other workers. The most 
frequent suggestion by far was that the course should be much more helpful 
as to the psychological elements in the work of Health Visitors. This was 
what older Health Visitors thought had been lacking in their training ; they 
had been left to pick up by experience knowledge that could well have 
been imparted in training. On the other hand some Scottish evidence stressed 
that experience, personality and a sense of vocation were as important as 
good training. Only one witness suggested that the course should be shorter 
than six months—its length was a deterrent—but most thought it should 
be longer and should contain more practical experience. Some senior staff 
urged that newly trained staff should have a further period under supervision 
before taking on full responsibility. Not all suggestions were for new material: 
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a popular proposal was that health education technique should have more 
attention. Refresher courses for existing staff were thought to be inadequate 
at present. 


CONDITIONS OF SERVICE 


128. Though relative salaries were in most witnesses’ minds, improvement 
in the conditions of service of Health Visitors in a broad sense were more 
commonly suggested. One medical officer of health thought this the most 
important factor. Two others thought the happy state of recruitment in their 
areas was due to efforts to make the work as full and satisfying as possible 
and to provide the “tools for the job” among which they—and others— 
gave perhaps highest priority to proper transport facilities. The importance 
to the Health Visitor of having a recognised area of operation and not being 
shifted from it and the value of a clinic as a base were stressed by many. 
The hurried way in which work often had to be done was deplored ; better 
quality work and more freedom for initiative gave greater satisfaction to the 
worker and the better use of clinics would help. A most important deterrent 
was uncertainty about the field of work that Health Visitors were expected 
to occupy and therefore about relations with other workers. 


It would be a fair summary of our impressions of these visits to say that 
while progress had been made in the implementation of the policy outlined 
in Section 24 of the National Health Service Acts, it was uneven. There 
was still much uncertainty as to the direction and method of change among 

- both Health Visitors and their employers. 


Part IJ. Factual Evidence 


CHAPTER III 


GOVERNMENT DEPARTMENT STATISTICS AND 
THE REPORT OF A SURVEY BY THE NUFFIELD 
PROVINCIAL HOSPITALS TRUST 


129. The statistical information that we had at the outset about the 
numbers and employment of Health Visitors consisted of information from 
Government departments based on the annual returns collected from local 
health and education authorities in England, Wales and Scotland. These 
figures are reproduced in Appendix II. Unfortunately in a number of respects 
these figures are not comparable as between Scotland and England and 
Wales or, in England and Wales, as between the Ministry of Health and the 
Ministry of Education. Some figures may overlap to an unknown extent ; in 
Scotland the figures of health and education staff cannot be separated. Figures 
for Great Britain cannot, therefore, be given in some instances. 


130. The general picture is, however, fairly clear. In Great Britain the 
number of live births—which has been an important index of Health Visitors’ 
work load—was about 687 thousand in 1935, rose to nearly 1 million in 
1947, fell to 764 thousand in 1952 and since then has been falling. The 
number of children under five years rose from 3°2 millions in 1935 to 3:97 
millions in 1947, declined slightly to 3°96 millions in 1952 and fell again to 
3°76 millions in 1954. The reverse trend has occurred in the case of school- 
children aged between 5 and 15 years of whom there were 6°5 millions in 
1935, 6:1 millions in 1947, 7:1 millions in 1952 and 7:4 millions in 1954. 


England and Wales 


131. Appendix II shows that the total number of staff employed on Health 
Visiting by public health departments and by voluntary organisations rose 
from 5,684 in 1935 to 6,244 in 1952—an increase of 560. About one-third 
of the increase occurred after 1947. In 1953, the form of the Ministry of 
Health’s staff statistics was altered to show separately all staff employed 
wholly on tuberculosis work. Some of these may previously have been counted 
as doing general duties Health Visiting work. The figures for 1954, therefore, 
are not precisely comparable. They appear to show a slight decrease to a 
total of 6,140 general duties staff. In fact, however, the slow upward trend 
has probably continued. (The number of tuberculosis staff recorded was 569, 
making a total strength of 6,709.) 


The figures of the whole-time staff equivalent of whole- and part-time staff 
show a parallel increase but at a greater rate. Between 1935 and 1952 the 
figure rose from 2,692 by 1,430 to 4,122. More than half this increase 
occurred between 1947 and 1952; this is almost certainly due to the intro- 
duction after 1947 of a full-time Health Visiting service in many areas where 


4] 
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combined work was formerly the rule. As in the case of actual numbers of 
general duties staff, the figure of whole-time staff equivalent showed a slight 
decrease from 4,122 to 3,885 in 1954. If the equivalent time of tuberculosis 
visitors were added (507) the total would be 4,392. 


132. The number of visits paid by Health Visitors has risen continually 
since 1935. In that year 8:2 million visits were paid ; in 1947 the figure was 
8:°4 million. Since then, however, the rate has risen steeply to 11°5 million 
visits in 1952. In 1954 the number of visits by general duties staff was 
11:6 million, but the figures, like staff figures, are affected by the change in 
the form of the statistics. If the number of visits by tuberculosis staffs 
(646 thousand) is added, the total number of visits becomes 12:2 million. 
The true figure for comparison between 1954 and earlier years lies therefore 
between 11°6 and 12:2 million ; it is apparent that the rising trend continued. 
If the whole-time staff equivalent figures are applied to the number of visits 
it will be seen that there has been a slight increase in the intensity of visiting 
between 1947 and 1952, when the figure was about 2,800 visits(‘) per unit 
of staff. In 1954, the figure for general duties staff had risen to 3,000, while 
the figure for tuberculosis staffs was only about 1,400. These changes are not 
easy to account for. The number of live births has slowly fallen since 1947, 
the number of children under five years has fallen since 1949. The number 
of school-children is not a relevant index since they are little visited in the 
country as a whole. 

133. Before 1948, visits to mothers and children alone were counted. After 
1948, other cases visited by Health Visitors were counted for the first time. 
Some of the increase in the number of visits shown in Appendix II between 
1947 and 1949 must therefore be artificial. In the first full year of the 
National Health Service, 1949, the proportion of visits to mothers and children 
was 90 per cent. Up to 1952 it did not drop below 87 per cent. One object 
of the 1953 revision of the annual returns was to obtain a more detailed 
classification of visits to discover whether the figures of visits to mothers 
iand children concealed a wider range of work. As Appendix II shows, 
however, the figures for 1954 on the new basis showed little or no change 
in the distribution of the visits of general duties staff. If the visits of tuber- 
culosis staff are added the proportion of visits to mothers and children in all 
visits drops to 82°7 per cent. Of the “ other visits ” paid by general duties staff 
250 thousand were recorded as paid to tuberculosis cases. The largest number 
of the remainder, it is thought, was paid to the aged. 

134. Government statistics thus suggest that the general pattern of Health 
Visiting has not changed since 1948, except that more Health Visitors in 
the public health service are giving some of their time to the work of the 
School Health Service—a matter of work in the school and clinic rather 
than in the homes. It may also be concluded that slightly more visits are 
innow being paid on average to each client (for any purpose) than was the 
case in 1949. It certainly seems that, as witnesses have told us, demand for 
service is out-running the supply of staff. 


These figures, of course, cannot indicate changes of quality. It is apparent 
that visiting in the ante-natal period is becoming a slightly less important 
- factor in Health Visiting and the care of the aged is becoming, some think, 








(‘) This figure represents a rate of visiting not an average of actual visits carried out; it is 
not, therefore, comparable with the standard of visiting suggested in Chapter XIV. 
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slightly more important. There may, however, have been other changes that 
do not appear on the surface—in a closer association with hospitals and 
general practitioners or in the concentration of visiting on more difficult cases. 
We consider in Chapter V how far “visits to mothers and children” may 
conceal work not only concerned with purely physical questions but also 
dealing with matters of a psychological and socio-economic character. 


135. The 1953 revision of the form of statistics asked for the first time 
for the number of families and households visited by Health Visitors (except 
those specialising in tuberculosis). The term “family or household” was not 
defined in the return and there may have been some duplication due to 
migration or some under-statement, since families visited by tuberculosis 
specialist visitors are not included. The figures are not, therefore, too precise 
but provide an opportunity for estimating the proportion of families covered 
by Health Visiting. The 1954 figures indicate that the total number of families 
or households visited by Health Visitors was about 3°25 million. It is 
interesting to compare this with the results of the 1 per cent. sample of the 
population of England and Wales taken at the census of Great Britain, 1951, 
which show that the total number of private households (not, however, 
counted in a manner directly comparable with the Ministry’s figures) was 
then about 13 million. 


Health Visitors thus covered in some way only one-quarter of all families 
and households. Since the great bulk of their visits was for maternity and 
child welfare purposes, they could hardly be concerned at all with the 
74 million households and families, in which the sample showed there were 
no children under 16 years of age. At present, the Department’s returns show 
that all or almost all children under five years are visited at least once but, 
on average, not more than two or three times annually. If Health Visitors 
are to be concerned in future to a greater extent with the problems of adults 
and adolescents generally or of homes where there are older children it is 
clear that either there must be many more Health Visitors or child visiting 
will be reduced, even if measures are taken to shed unnecessary duties and 
improve facilities for visiting. If the change in emphasis is very marked, it 
might mean that some children who ought to be visited could not be visited 
at all. 


136. In the School Health Service in England and Wales there was little 
absolute change in the staffing figures between 1935 and 1952—the number 
of school nurses was 5,644 in 1935, 5,278 in 1947, 5,690 in 1952, but the 
_ number rose to 6,157 in 1954. There has been, however, little change corre- 
sponding to the recent increase in the number of school nurses, in the 
equivalent whole-time staff employed in the work ; the figure was 2,506 in 
1947, 2,519 in 1952 and 2,565 in 1954. This may result from an increasing 
tendency for Health Visitors employed by local health authorities to be 
employed also as school nurses, a trend which has been fairly marked in the 
last three or four years. 


Scotland 

137. In Scotland the staffing picture shows a relatively larger increase in 
the absolute numbers of staff. Although the picture is obscured because 
separate figures for the Health Visiting and school nursing services are not 
available it seems probable that demand here also has exceeded supply. 
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Despite the increase in staff the ratio of staff to total visits suggests that 
the number of visits paid by each Health Visitor rose by about one-third 
between 1935 and the early years of the Health Service, though there has 
recently been some levelling-off. 


NUFFIELD PROVINCIAL HOSPITALS TRUST SURVEY 


138. In 1950 the Nuffield Provincial Hospitals Trust engaged in an analysis 
of the work of public health nurses including Health Visitors and school 
nurses and we were able to see their report which was privately circulated. 
We summarise the main points of interest in this Chapter as a matter of 
convenience. We refer to some of them again in connection with our own 
survey of Health Visitors’ work in Chapter V. 


139. In the course of the survey records were obtained from a random 
sample, in almost all local health authority areas, of about one-seventh of 
all public health nurses (excluding those midwives who did not also do home 
nursing or health visiting). Records were taken in two separate weeks at 
times of the year when activities might be regarded as normal but they did 
not take account of such variations as would occur if work was organised 
on a monthly basis, that is, there might be marked differences between the 
survey weeks and succeeding weeks. 


140. About half the staff surveyed were Health Visitors, tuberculosis 
visitors, school nurses or combined workers. Almost all those who did 
maternity and child welfare work or school nursing or some combination 
of those, with or without tuberculosis, worked in urban areas or “ mixed ” 
(urban-rural) areas. Almost all combined workers were in rural areas. Nearly 
all the staff who did maternity and child welfare alone or in conjunction with 
school nursing and/or tuberculosis were qualified Health Visitors (and 
accordingly registered nurses). About 20 per cent. of the whole-time school 
nurses sampled held the Health Visitors’ Certificate). In England and Wales, 
18 per cent. of combined workers had this qualification; in Scotland, the 
figure was 11 per cent. Almost all combined workers in Scotland were 
registered nurses, while in England and Wales only two-thirds were so 
qualified. 


141. The Working Week, Generally it appears that the staff surveyed 
worked about an average of 40 hours per week, possibly with a fairly wide 
spread over of hours. Those who did only school nursing did very little 
visiting. The combined workers on the other hand did over 30 hours visiting 
and very little clinic work. The remainder—the general duties staff—did about 
18 hours visiting and 15 in clinics. They did about 7-9 hours clerical work 
in addition to time spent on clinics and visiting, while the school nurses and 
combined workers averaged 4—5 hours. The case-loads of various staff groups 
were analysed; full-time Health Visitors had very heavy case-loads not 
apparently much reduced if additional duties were undertaken ; combined 
workers had light Health Visiting case-loads. 


142. Home Visiting. The records surveyed showed that most visits to 
children aged 0-5 were done by Health Visitors full-time on maternity and 
child welfare or doing school nursing and tuberculosis in addition; these 


(‘) Most school nurses are, of course, employed part time in this service; taking whole- 
and part-time staff together, about 80 per cent. have the Health Visitors’ Certificate at present. 
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visits accounted for 70 per cent. to 75 per cent. of all visits by these staff. 
Most of such visiting of school children as was necessary was carried out 
by full-time school nurses who carried out about 60 per cent. of all visits 
to that group. In the case of combined workers the proportion of child 
visiting was lower—26 per cent. of all visits—the balance being for midwifery 
or nursing purposes. 

No significant degree of specialisation was apparent among Health Visitors 
themselves. Generally the character of visits showed no marked change from 
1948 according to the report ; otherwise there is no comment on the subject- 
matter of visits. Visiting of the aged was virtually confined to combined 
workers ; there would naturally be a demand for nursing work from this 
group of clients. 

143. Transport. The survey did not show any serious travel problem. 
There was apparently a close relation between the type of transport used 
and the need for it. For the most part the professional Health Visitor had 
no car while the combined workers were better peotided MOS staff in rural 
areas had the use of a car. 


(144. Clinic Work. (While nearly three-quarters of Health Visitors full- 
time on maternity and child welfare work attended ante- and post-natal 
clinics, less than half of other Health Visitors were concerned with this 
work. On the other hand all Health Visitors attended child welfare clinics 
which clearly formed the most important part of their clinic work. Whole- 
time school nurses attended a wider variety of clinics, apparently more con- 
cerned with treatment than examination or education. The amount of clinic 
work outside the immediate maternity and child welfare or school health 
field was not significant. 


145. The survey examined the volume of work done at clinics and came 
to the conclusion that they were at that time uneconomic in terms of the 
ratio of clients to nurses and Health Visitors. It was noted particularly 
that there were few references to the employment of “clinic nurses” to 
relieve Health Visitors, that although clerks or voluntary helpers were present 
at many clinics they had no clearly specified duties and did not relieve 
the Health Visitor of at least 30 to 40 per cent. of filing duties; they did, 
however, undertake the sale of welfare foods. Health Visitors spent about 
half an hour preparing and another half an hour clearing clinics, work 
which might well have been done by auxiliary staff. Doctors attended most 
of the clinic sessions recorded and in about a third of the cases the Health 
Visitor was in attendance upon him. 


146. The report made a number of observations on the results of the 
survey particularly commenting on the need for re-organising clinics so as 
to avoid preparation and clearing work and clerical and miscellaneous 
managerial duties, and the allocation to less qualified staff of duties, such as 
the treatment of minor ailments, that did not call for the Health Visitor’s 
qualifications. Special anxiety was expressed about the concentration of 
unqualified staff on visiting work in rural areas. It was suggested that over- 
lapping of services in urban areas could be avoided by employing Health 
Visitors on a broader range of duties. This would help to align the objectives 
of the Health Visitor more nearly with those of the general practitioner but 
the opinion was expressed that generalisation of duties should not involve 
undertaking home nursing or midwifery. 
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CHAPTER IV 


THE WORKING PARTY’S STATISTICAL 
INQUIRY OF LOCAL AUTHORITIES 


147. We thought it necessary to supplement the information given in the 
previous chapter by collecting information about the present numbers of 
qualified and unqualified staff engaged in the work, the age distribution of 
Health Visiting staff, the proportion of staff time absorbed by various parts 
of the service and the ways in which various duties were grouped. We 
therefore asked all employing authorities to assist in a statistical inquiry 
covering England, Wales and Scotland and relating to the position at 31st 
December, 1953. The figures resulting from this survey are summarised 
in Appendices III-VI. Since our own survey had different objects and 
started from a different basis from the surveys described in Chapter Ill, a 
direct comparison between them is not possible. 


148. For the purposes of our survey we defined a Health Visitor as a 
person with the Health Visitors’ certificate of the Royal Society for the 
Promotion of Health of England and Wales or of the Royal Sanitary Asso- 
ciation of Scotland; or deemed to be a Health Visitor under Regulations 
made in 1930 (England and Wales only). The term did not include, in 
England and Wales, persons authorised to act as Health Visitors by dis- 
pensation of the Minister or, in England, Wales and Scotland, other persons 
employed on recognised Health Visiting duties, but not possessing a Health 
Visitors’ certificate. Those who held the certificate or were deemed to be 
qualified are referred to throughout as “ qualified Health Visitors” and are 
shown as such in the tables, whatever their employment. Staff without quali- 
fication are referred to (and counted) as “acting Health Visitors” through- 
out. On the other hand staff without the qualification who were whole-time 
tuberculosis visitors or were engaged on school nursing duties not normally 
carried out by Health Visitors are shown separately under suitable headings. 
The survey covered administrative as well as field staff and staff employed 
by voluntary bodies acting for the authorities as well as those directly 
employed. Very few authorities were unable to provide the information 
requested of them. As the notes to the Appendices show, the omissions were 
too small to affect materially the main figures or any conclusions drawn 
from them. 


NUMBER, AGE AND CIVIL STATUS OF HEALTH VISITORS 


149. As the tables show, the total number of qualified and acting Health 
Visitors and whole-time tuberculosis visitors in the health and education 
services in Great Britain was 9,508. The following summary table shows 
the distribution of staff between County and County, Borough areas. The 
figures in brackets are percentages. 


It will be seen that more than twice as many Health Visitors were em- 
ployed in County areas (69 per cent.) as in County Boroughs, Cities and 
Large Burghs (31 per cent.). The proportion of all staff who were qualified 
was 71 per cent. but there was a big difference between England and Wales 
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(74 per cent.) and Scotland (56 per cent.). The lower Scottish figure is almost 
wholly accounted for by the Counties (37 per cent.}—in the Cities and Large 
Burghs the figure was 83 per cent. 


TABLE 1 
Numbers of Health Visiting Staff Employed 





England and Wales Scotland 
Category of Staff Cities and 
Counties County Counties Large 
Boroughs Burghs(‘) 
Qualified Health Visitors ... a 4,157 Ti25 330 521 
(74) (74) (37) (83) 
Acting Health Visitors... a3 1,366 500 559 101 
(24) (21) (62) (16) 
Tuberculosis Visitors ats pd 132 105 8 4 
(2) (5) (1) (1) 
OPAL. 2s; ae x 5,655 2,330 897 626 
(100) (100) (100) (100) 





(‘) In Scotland, Counties of Cities and Large Burghs are local health authorities (corres- 
ponding to County Boroughs in England and Wales). They are referred to in this Report 
as Cities and Large Burghs. 

150. The number of tuberculosis visitors employed (who do not hold the 
Health Visitors’ certificate) was only 249, by far the majority of these being 
employed in England and Wales, and slightly more than half in the County 
areas. 

151. The percentage distribution by age-groups of Health Visiting staffs 
in Great Britain is shown in Table 2 below. 


TABLE 2 


Percentage of Qualified and Acting Health Visiting Staff 
in certain Age Ranges 








England and Wales Scotland 
Authority/ , Count Cities and 
Age Range Counties oo Counties Large Burghs 
QHV | AHV | QHV | AHV QHV | AHV QHV | AHV 
Under 30 years 8 6 14 16 6 12 8 15 
30 and under 
50 years... 74 at 70 59 70 58 eS: 62 
50 years and 
over ne 18 43 16 as 24 30 20 23 
“EOPAL is inky LOO 100 100 100 100 100 100 100 
QHV Qualified Health Visitors. 


Il tl 


AHV Acting Health Visitors. 
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It will be seen that 76-84 per cent. of qualified Health Visitors were under 
50 years, and thus, other things being equal, will still be serving in ten years 
time. By then, however, most of the older staff—perhaps many of the present 
administrative staff—will have retired or will be on the point of retiring. 
The age of entry to training being high, it is likely that at least 50 per 
cent. of qualified staff have trained within the last ten years and probably 
most of these within the last five years, i.e. since the last major revision 
of the syllabus. 


152. The age-distribution of acting Health Visitors was rather different. 
Between 57 and 77 per cent. of these staffs in the various authorities were 
under 50 years of age. On the assumption that it is desirable to replace 
acting by qualified staff, the situation of the various groups of authorities 
differs widely. In the English and Welsh Counties about one-quarter of all 
staff were acting Health Visitors, but 43 per cent. of the latter were over 
50 years of age, that is, if no more such staff are taken on the proportion 
will cease to be significant within 10 years. The position in the Scottish Cities 
and Large Burghs is similar, but in the English and Welsh County Boroughs 
it would be rather less favourable. It would be possible for all these autho- 
rities, however, to have a fully qualified staff within the period with a 
relatively minor degree of reorganisation. In the Scottish Counties, on the 
other hand 62 per cent. of all staff were unqualified and of these 70 per 
cent. were under 50 years of age. These authorities would need to secure 
that a large proportion of their existing staff underwent a course of training 
or that a major reorganisation of the work was undertaken in order to 
reduce the proportion of unqualified staff even to manageable proportions. 

153. There were noteworthy differences in the distribution of Health 
Visitors by civil status. The following table shows the proportions of each 
group who were single and married or widowed, respectively. 


TABLE 3 
Civil Status of Health Visiting Staff 
(Percentages) 
England and Wales Scotland 
Category Count : Cities and 
of Staff Counties Boren ae Counties Large Burghs 
Married/ Married/ Married/ Married/ 
Single |Widowed| Single |Widowed| Single |Widowed! Single |Widowed 
Qualified 
Health : 
Visitors 79 21 79 21 90 10 90 10 


Acting Health 
Visitors 57 43 45 55) 84 16 67 33 





The table shows considerable differences between England and Wales, 
and Scotland, and between qualified and acting staff. The high proportion 
of single staff in Scotland suggests that as a matter of policy Scottish autho- 
rities are disinclined to engage married staff, or that there is a greater 
tendency than in England and Wales for married staff to give up the work. 
The much higher proportion of married acting Health Visitors, particularly 
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in England and Wales, possibly reflects both a different housing policy 
towards home nurses and midwives in the county areas and a more settled 
staff. The figures for staff who were widows were consistently low—ranging 
from 3 per cent. of qualified Health Visitors to 7-9 per cent. of acting 
Health Visitors. Either this source of recruitment is not large or there are 
few attractions in the work for such recruits, who will often be older women. 
There is little to suggest that a significant reduction of the shortage of staff 
would be forthcoming from this direction. 


SPECIALISATION AND COMBINATION OF DUTIES 


154. One part of our inquiry dealt with the ways in which Health Visiting 
duties are made up and how they are combined with other duties. We have 
already defined specialisation in terms of staff who spend the whole or sub- 
stantially the whole of their time on one of the main branches of the services 
or alternatively on some fraction of that branch. Specialisation of the second 
kind—fractional—was numerically insignificant but covered a wide range 
of subjects. The returns from local health and education authorities showed 
only 46 full-time staff and 90 part-time staff in England and Wales and 
21 whole-time and 11 part-time staff in Scotland. In England and Wales 
these visitors were spread over 11 County Councils and 37 County Boroughs 
and in Scotland over 4 County Councils and’7 Cities and Large Burghs. 
The following table shows the most common fractional specialties on which 
staff were engaged. 


TABLE 4 


Fractional Specialist Duties carried out by Health Visiting Staff 
(Whole-time and part-time Staff) 


England and Wales Scotland 
: County . | Cities and 
Counties Boroughs Counties Large Burghs 


QHV AHV QHV AHV QHV AHV QHV AHV 
After-care... 14 — BB — — — 2 — 
Venereal 
diseases 2 
Old people 1 
Infectious 
diseases — — 
Home helps ... 4 1 
1 io 
1 pele 


| | 
| 


a oa Be 
ae ak a 
Dak hee 


Diabetics bee 
Orthopaedics... 
Premature 
babies — — 
Problem 
families 1 -—— 
Unmarried 
mothers 1 
Research 2 
Group 
' teaching Z aes 1 — 3 — 6 — 
Other’... Ad 4 


TOTAL... aby) 33 1 78 24 4 1 25 iD 


| 
| 
| 
| 
| 


2a 
| | 








V = Qualified Health Visitors. 
AHV = Acting Health Visitors. 


50 REPORT OF A WORKING PARTY ON HEALTH VISITING 


It seems likely that in a great many cases specialisation occurred because 
the individual had some special capacity which there was an opportunity 
to use, possibly in connection with a research project. The group “ other ” 
duties on which 38 staff were engaged covered 22 further items (one or two 
staff per item) including asthma, audiometry, gastric or cardiac disorders, 
chronic sickness, child guidance, hygiene surveys, follow-up of ophthalmia 
neonatorum etc.). 

155. Specialisation also occurred in each of the three main branches— 
Health Visiting in the local health services (maternity and child welfare and 
miscellaneous associated duties), school nursing and tuberculosis. Table 5 
below sets out the proportions of staff engaged on specialist duties and on 
other combinations of home visiting duties (excluding wholly administrative 
and supervisory staff, but including tuberculosis visitors). 


TABLE 5 
Home Visiting Duties Allocated to Health Visiting Staff 
(Percentages of total staff) — 





England and Wales Scotland 
Cities and 
Counties pate Counties Large 
Burghs 
Health Visiting 5 31 1 38 
Tuberculosis visiting . te ee: ee: 6 4 2 13 
School nursing ; ar 8 - 5 8 
Health Visiting/tuberculosis visiting — 1 =) 9 
Health Visiting/school nursing 31 18 6 9 
Health ee case tana visiting/schoo! 
nursing Le : ; Ae 2S 15 10 15 
Combined duties ot a ee af 24 Nil 71 8 
TOTAL ihe be. cee ae 100 100 100 100 


156. The table shows wide differences of practice between the various 
groups of authorities. The nearest approach to a generalisation of duties was 
made in the Counties. In the English and Welsh Counties, a quarter of the 
staff did Health Visiting with school nursing and tuberculosis visiting, while 
nearly another third did Health Visiting and school nursing together. Nearly 
two-thirds of the staff who did combined work were also employed on school 
duties, or on school and tuberculosis duties as well as Health Visiting. 
Similarly in the Scottish Counties about one-third of the combined duties statf 
did school work and nearly three-fifths did school work with tuberculosis 
work as well. (Incidentally, combined duties included both home nursing 
and midwifery, with rare exceptions.) 

On the other hand, about three-fifths of the staff in County Boroughs and 
in the Cities and Large Burghs were engaged wholly in Health Visiting, or 
tuberculosis visiting, or school work, mostly in the first named. Less than 
one-fifth were undertaking Health Visiting and school nursing or these 
activities with tuberculosis visiting. While it appears to be the policy of the 
urban authorities to achieve a generalisation of duties, they were evidently 
far from succeeding. It is difficult to see why it should be so generally harder 
to do this in compact town areas than in rural areas. 
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It is interesting to note the activities in which acting Health Visitors played 
a substantial part. They were evident in school work, tuberculosis work (as 
whole-time tuberculosis visitors) and any form of combined duties. In the 
English and Welsh Counties two-thirds, and in the Scottish Counties five- 
sixths, of the combined staff were unqualified (although most were covering 
a wide range of visiting duties), Almost all staff doing school work only in 
the English and Welsh Counties and the majority of such staff in the County 
Boroughs (who also represented about two-thirds of all acting Health Visitors 
in the latter areas) were unqualified. 


RANGE OF DUTIES 


157. We hoped to analyse still further the duties of Health Visitors and to 
assess the degree to which they were working with others. As a first stage we 
asked for a statement showing the total number of Health Visiting staff 
engaged in specified duties together with the equivalent whole-time spent on 
the duty. This would show not only what proportion of staff gave some time 
to each duty but also the proportion of total staff time spent on each. If, for 
example, 100 Health Visitors were engaged in a certain duty it would be 
important to know whether all or, say, one-tenth of their time was occupied 
by it. The table would also show the extent to which staff were working part- 
time in the sense that some of their time was devoted either to services other 
than health and education or was part-time only. (We were, of course, aware 
that the records of work which are kept by local health and local education 
authorities :would be designed primarily for the authorities’ own information 
and partly also to enable them to complete the routine departmental returns. 
A considerable amount of labour would be necessary for them to arrive at 
precise figures ; we invited them therefore to make suitable approximations 
after discussion with their staff and to decide where the weight of the work 
was falling. The results obtained were unfortunately not entirely satisfactory. 
It was not possible, for example, to obtain complete consistency between this 
table and others. The complications, even of estimating, were no doubt 
exceedingly difficult especially for the small authorities and those where 
combined work was prevalent and conclusions drawn from these figures must 
necessarily be in general terms. 

The second stage of this part of our survey was even less satisfactory. We 
had hoped to discover—especially in relation to duties other than maternity 
and child welfare, school health and tuberculosis—to what extent other 
workers were employed in the same fields as Health Visitors. The information 
given, however, was evidently incomplete. The “other visiting duties” of 
Health Visitors, shown on the forms returned were too slight to justify 
reproduction. The summary of this part of the inquiry, which is shown at 
Appendix V is therefore a much abbreviated form of what authorities were 
asked to complete. 

158. The difference between the number of actual Health Visiting staff, 
and their whole-time staff equivalent in all areas of Great Britain was so 
slight that we may conclude that part-time employment is virtually non- 
existent. 

159. As will be seen from the tables in the Appendix, the analysis dealt 
with both visiting and clinic duties. Authorities were asked to estimate the 
approximate proportion of time spent by Health Visitors as between these 
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two classes of work. Not all replied ; the task, again, would be to some extent 
complicated by the need to take into account duties other than “ health” and 
“ education ’’. An analysis of the replies received (not shown in the Appendix) 
suggests that in England and Wales qualified Health Visitors spent approxi- 
mately 54 per cent. of their time on visiting as opposed to clinic work, while 
in Scotland, 67 per cent. of the time of qualified staff was given to home 
visiting duties. The figures for acting Health Visitors were very different. In 
England and Wales they spent 70 per cent. of their time on home visiting 
duties in the Counties and 23 per cent. in the County Boroughs. In Scotland, 
they spent 79 per cent. of their time in the Counties, and 61 per cent. of their 
time in Cities and Large Burghs on home visiting duties. In England and 
Wales, the high figure in the Counties for acting Health Visitors follows 
from the home nursing and midwifery duties of these staf_—a very much 
smaller proportion of the work of qualified Health Visitors in the Counties, 
and non-existent in the County Boroughs. The difference between England 
and Wales and Scotland is similarly accounted for, in part at least, by the 
greater volume of home nursing and midwifery work carried out by Health 
Visitors in Scotland. The low percentage of time spent on home visiting duties 
in the English and Welsh County Boroughs by acting Health Visitors reflects 
the high proportion of such staff who were engaged solely on school nursing 
duties. 

160. The following two tables are intended to give an overall picture of 
the distribution of staff and staff time on the broad classes of duty carried 


TABLE 6 
Percentage of Health Visiting Staff Engaged on Certain Duties 
| 











Total poo Other Home 
Category of Staff/ Number Ancdkonvek Ante- Maternity Schouls Tuber- Nursing 
Authority of ats hes Natal and Child culosis and 
Staff Duti 4 Welfare Midwifery 
All Health Visitors 
England and Wales 
1. Counties — ais 5,457 5 71 85 81 3h7/ Ze 
2. County Boroughs ... 2220 6 50 67 56 23 n 
Scotland 
1s Counties... va 865 5 68 86 82 64 66 
2. Cities and Large 
Burghs Be Bee 597 5 52 62 40 31 5 
Great Britain Re. iy. 9,140 5 65 719 2 36 21 
Qualified Health Visitors 
England and Wales 
1. Counties... AS 4,138 6 80 90 81 42 11 
2. County Boroughs ... 1,724 8 62 81 47 29 n 
Scotland 
1. Counties... ee 328 11 44 78 V2 51 32 
2. Cities and Large 
_Burghs F a $12 5 55 64 37 32 n 
Great Britain ae ae 6,702 Uf VP 85 68 | 38 9 
Acting Health Visitors 
England and Wales 
1. Counties... ae 1,319 n 45 69 80 30 72 
2. County Boroughs ... 497 p 6 19 89 3 n 
Scotland 
I, “Counties ~ } .< a O37 1 83 90 88 69 87 
2. Cities and Large 
Burghs S SS 85 Be 36 54 54 25 25 
Great Britain ote sehinbieaes 2 1 44 63 83 30 54 





Norte: n=negligible. 
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TABLET 
Percentage of Time of Health Visiting Staff Spent on Certain Duties 











Admin- 
Total | istrative Other Other | Home 
Category of W.S.E. and Ante- | Mater- Tuber- | Home | Nursing 
Staff/Authority of Super- | Natal | nity and| Schools | culosis | Visiting and Total 
Staff visory Child Duties Mid- 
Duties Welfare wifery 
All Health Visitors 
England and Wales 
1. Counties.. 5,354 4 6 38 26 6 5 15 100 
2. County Boroughs 2,193 6 5 44 34 4 7 n 100 
Scotland 
1. Counties. 862 5 5 23 13 5 4 45 100 
2. Cities and _ Large 
Burghs .. 593 4 12 39 24 13 6 2 100 
Great Britain... $32 \--9,002 4 6 38 | Paik 6 6 13 100 
Qualified Health Visitors 
England and Wales 
1. Counties 4,083 5 Ul 45 23 7 6 7 100 
2. County Boroughs 1,701 7 6 54 20 6 7 n 100 
Scotland 
1. Counties 327 11 4 32 19 9 5 20 100 
2. Cities and Large 
Burghs ... S11 5 13 40 22 14 6 n 100 
Great Britain... sent 6/622 6 7 46 22 if 7 5 100 
Acting Health Visitors 
England and Wales 
1. Counties 1,271 n 3 18 35 1 2 41 100 
2. County Boroughs 492 ?) 1 11 83 n 3 n 100 
Scotland 
1. Counties 535 1 5 18 10 3 4 59 100 
2. Cities and / Large 
Burghs.. 82 1 4 30 40 4 5 16 100 
Great Britain... Fie WARD, SSO 1 3 17 39 1 3 36 100 





Notes: “ W.S.E.’’= Whole-time staff equivalent. 
n= Negligible. 
out by Health Visitors. They show the percentage of staff engaged and of 
staff time spent on administrative and supervisory duties, ante-natal work, 
other maternity and child welfare, schools, tuberculosis, other home visiting 
duties and home nursing and midwifery. For the sake of comparison between 
groups of authorities, the total number of staff employed and the total whole- 
time staff equivalent are also included. 


161. Administrative Staff. It is worth noting that the total number of 
administrative posts open to the rank and file of Health Visitors in their 
own profession was extremely limited—290 in the Counties, 170 in the 
County Boroughs, Cities and Large Burghs. Promotion opportunities in 
relation to all Health Visiting staff vary little between authorities, though 
they are slightly greater in the English and Welsh County Boroughs, where 
there was one administrative post to 16 Health Visiting staff, than in 
other areas, where there was one to 21 or 22 staff. Few acting Health 
Visitors were recorded as engaged in administrative duties. If promotion 
were limited to qualified Health Visitors only, the greatest opportunities 
would exist in the Scottish Counties, with one administrative post to 8 quali- 
fied Health Visitors. Elsewhere the ratio would vary from one administrative 
post to between 12 and 18 qualified staff. It will be observed that the 
administrative posts were not all whole-time and some senior officers were 
employed in home nursing and midwifery duties, reducing still further the 
chances for a Health Visitor without practical experience in those fields. 
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THE CLINIC AND HOME VISITING DUTIES OF HEALTH VISITORS 


162. Ante-natal Work. Except in the Scottish Counties a greater pro- 
portion of qualified than acting Health Visitors were engaged on ante-natal 
work. The survey confirmed the impression gained from the Nuffield 
Survey in 1950, that while many Health Visitors were still engaged in 
ante-natal work their contribution was small in terms of staff time. In the 
Cities and Large Burghs, however, twice as much Health Visiting time 
was spent on ante-natal work as in any other area. The extent of “ com- 
bined ” duties in the Cities and Large Burghs is too small to account 
for this excess which may reflect difficult housing and social conditions in 
some Scottish urban areas, and the special need for ante-natal care. There 
was also much variation in the proportion of time recorded for ante-natal 
work as between Health Visitors and others. 


163. In England and Wales, Health Visitors were responsible for just 
over half the ante-natal work recorded. In the Scottish Counties they were 
shown as responsible for over three quarters, but it is possible that Health 
Visiting was credited with staff time spent on ante-natal work usually 
done by those midwives who were also acting as Health Visitors. In the 
Cities and Large Burghs, Health Visitors were shown as responsible for 
82 per cent. of the work. The ante-natal work of midwives who were not 
Health Visitors, however, may have been included under “Home nursing 
and midwifery ’” instead of under “ Ante-natal” thus apparently exaggerating 
the part played by Health Visitors in domiciliary ante-natal care. In part 
the high figure may be accounted for by the work of Health Visitors in 
hospital ante-natal care in certain Scottish cities. 


164. Other maternity and child welfare work. It is clear that child 
welfare was the most important duty of Health Visitors both in terms of 
the number of staff and of the proportion of total Health Visiting time 
involved. It is interesting to note that, in the Counties, the amount of 
Health Visiting time given to this work still exceeded time given to any 
other branch, despite the fact that duties were generalised to a greater 
extent than in the County Boroughs and Cities and Large Burghs, where 
specialisation was more common. Acting Health Visitors were responsible 
for one-ninth of this branch of the work. There thus seems to be less 
reason now for the anxiety expressed as a result of the Nuffield survey 
of 1950 about the use of unqualified staff for this work, except in the 
Scottish Counties. 


165. Ancillaries. The figures given by the authorities suggest that little 
or no nursing help was provided for Health Visitors in running clinics 
of all kinds. Counties employed only 208 nurses for this purpose and 
County Boroughs, Cities and Large Burghs employed only 189. The whole- 
time staff equivalent of the time given by these nurses to clinic duties was 
however only 158 in the county areas, 106 in the boroughs. In Scotland, on 
the figures returned, assistance at clinics was conspicuous by its absence. 
The home nurse/midwife group was shown as contributing small amounts 
of time which would not however, make a significant difference. The time 
of these clinic nurses was divided moreover between clinics of many kinds. 
We did not inquire into the employment of clerical staff or voluntary 
workers; but our evidence suggests that they relieved Health Visitors of 
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clinic duties probably not less (but not more) than in the 1950 Nuffield 
survey. 


166. School Health Service. The distribution of staff and staff time on 
School Health Service duties is very different from that for maternity and 
child welfare. The School Health Service is clearly the second most important 
duty for all Health Visitors, but although a greater proportion of qualified 
than acting staff were engaged in the service, it absorbed more of the time 
of acting Health Visitors than any other duty, especially in the English 
and Welsh County Boroughs and, to a lesser extent, in the Scottish Cities 
and Large Burghs. The following table (an extract from Appendix III 
shows the numbers of various categories of staff engaged in School Health 
Service duties, their whole-time staff equivalent and the proportion each 
category contributed to total staff time. 


TABLE 8 
Staff Engaged in the School Health Service 





Whole-time Percentage 
Authority/Category of Staff Number Staff of total 
Equivalent Staff-time 
England and Wales: 
1. Counties: 
Qualified Health Visitors iii 3,354 943 
Acting Health Visitors 2k 1,053 442 
School Nurses ... a: ve 136 Boag 
Other Nurses ... ie oar 221 75 
MOTTA: = 2.2 ah 5 bak 4,764 1,587 
2. County Boroughs: 
Qualified Health Visitors me 803 336 
Acting Health Visitors = 440 410 
School Nurses ... a. ta. 117 113 
Other Nurses ... sites she 70 28 
HOrAL tS Bo wet 1,430 887 
Scotland: 
1. Counties: 
Qualified Health Visitors i35; 235 62 
Acting Health Visitors vA 475 51 
School Nurses ... oe 3 3 
Other Nurses ... of ns 23 2 
TOTAL ... pte me 736 118 
2. Cities and Large Burghs: 
Qualified Health Visitors rer 190 112 
Acting Health Visitors oe 46 33 
School Nurses ... ee =e 2 Z 
Other Nurses ... 453 ae 5 3 
TOTAL ... bs oe 243 150 
Great Britain: 
Qualified Health Visitors sae 4,582 1,453 
Acting Health Visitors aa 2,014 936 
- School Nurses ... a ie 258 244 
Other Nurses ... ots wis 319 109 
TOFRAE I, ake a. 7,173 2,742 
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It will be seen that relatively few nursing staff other than Health Visitors 
were engaged in the School Health Service. The proportion of all school 
nursing duties carried out by non-Health Visiting staff varied from nearly 
16 per cent. in the County Boroughs to 3 per cent. in the Cities and Large 
Burghs. The extent to which Health Visitors were assisted by other nursing 
staff varied, however, widely between individual authorities, and in many 
cases such staff carried out considerably more than the average figure 
of 13 per cent. of all School Health Service duties. This suggests that there 
is considerable scope, particularly in Scotland, for reorganising School 
Health Service duties so that duties not requiring the Health Visitor’s 
particular abilities can be carried out by less skilled staff. 


167. Tuberculosis. ‘As in the School Health Service, other nursing 
staff besides Health Visitors were involved in tuberculosis work. In the 
county areas 139 tuberculosis visitors and in the boroughs 115 such staff 
were employed. Numerically these tuberculosis visitors did not represent 
a large proportion of the staff engaged in tuberculosis work, but they con- 
tributed very considerably to the total time given to it. The following 
table, which is an extract from Appendix III, shows the numbers of each 
category of staff who carried out tuberculosis duties, their whole-time 
staff equivalent and the proportion of total time given by each category. 
As in the School Health Service a small number of home nurses and 
midwives were shown as engaged in tuberculosis duties and have been 
included as “Other nurses”. Their time was probably spent in assisting 
at clinics; it may possibly have been included in error, however, and in 
fact may represent time given to the nursing of tuberculosis cases in their 
own homes. In any event the staff time involved was negligible. 


Over one third of all Health Visiting staff gave some or all of their time 
to tuberculosis duties. Except in the Scottish Counties, a greater proportion 
of qualified than acting Health Visitors were so employed. The time given 
to this work by qualified staff was much greater than that given by acting 
staff. This is partly because a number of qualified Health Visitors were 
engaged whole-time on tuberculosis work, whereas no staff shown as acting 
Health Visitors were so employed; those not qualified as Health Visitors 
who were engaged whole-time on tuberculosis duties were counted separately 
as tuberculosis visitors. 


On average, about 60 per cent. of the tuberculosis work in Great Britain 
was carried out by qualified staff. However, there were wide variations 
between authorities ; for example in the Scottish Cities and Large Burghs 
qualified staff were responsible for 84 per cent. of the work, while in the 
English and Welsh County Boroughs they were responsible for only 46 per 
cent. 


168. One point which is not fully brought out in the previous tables, 
or in the Appendices, is the extent to which tuberculosis duties were 
carried out by whole-time specialists (qualified Health Visitors and other- 
wise). An estimate can be made from information on specialist duties of 
staff which indicates that, in Great Britatn as a whole, 289 qualified 
Health Visitors were employed whole-time on tuberculosis duties and were 
responsible for about 36 per cent. of the total time given to tuberculosis 
work. Together with the 253 tuberculosis visitors, therefore, they were 
carrying out about two thirds of this work. Specialisation was most complete 
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TABLE 9 
Staff Engaged in Tuberculosis Visiting and Clinic Duties 





Whole-time Percentage 
Authority/Category of Staff Number Staff of total 
Equivalent Staff time 
England and Wales: 
1. Counties: 
Qualified Health Visitors a 1,714 
Acting Health Visitors ie 390 
Tuberculosis Visitors ... B. 132 
Other Nurses ... is mae 249 
TOTAL... bet Em 2,485 
2. County Boroughs: 
Qualified Health Visitors +e 503 
Acting Health Visitors x 16 
Tuberculosis Visitors ... 2. 111 
Other Nurses ... a. ah 113 
OTA ais ‘ 2: 743 
Scotland: 
1. Counties: 
Qualified Health Visitors Mi 188 
Acting Health Visitors —_ 369 
Tuberculosis Visitors ... WF 7 
Other Nurses ... a a 30 
TOPAE # +i op tee 594 
2. Cities and Large Burghs: 
Qualified Health Visitors a9 162 
Acting Health Visitors v8. 2A 
Tuberculosis Visitors ... ee 3 
Other Nurses ... -. ee 70 
LOTAL. 5. a eat 256 
Great Britain: : 
Qualified Health Visitors o 2,567 
Acting Health Visitors te 796 
Tuberculosis Visitors ... Y. 253 
Other Nurses ... rh ae. 462 
TORAL  -.. iy rag 4,078 








in the borough areas; in the English and Welsh County Boroughs about 
78 per cent. and in the Scottish Cities and Large Burghs about 73 per 
cent. of all tuberculosis duties were carried out by whole-time specialists. 
The position was not greatly different in the English and Welsh Counties 
where about two thirds of all tuberculosis work was done by specialist 
staff, but in the Scottish Counties, specialists were responsible for less than 
one fifth. Thus, whatever views may be expressed about the desirability 
of Health Visitors undertaking tuberculosis work as part of their general 
duties, the major part played by the whole-time specialists in all areas 
except the Scottish Counties is a fact to be reckoned with. 


169. Home Nursing and Midwifery. These duties occupied about 13 per 
cent. of the time of all Health Visitors but only 5 per cent. of the time of 
qualified staff. No home nursing and midwifery was carried out by Health 
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Visitors in the English and Welsh County Boroughs, and very little in the 
Scottish Cities and Large Burghs. In the Scottish Counties nearly half of 
all Health Visitors’ time was spent on these duties; by far the bulk of 
the work was carried out by acting Health Visitors. 

In Great Britain as a whole Health Visitors on combined work were 
responsible for only a little more than 10 per cent. of all home nursing 
and midwifery. In the Scottish Counties however, they were responsible 
for 58 per cent. of the home nursing and midwifery work, thus indicating 
the importance of the “combined” nurse not only in the Health Visiting 
service, as at present organised, but also to the home nursing and midwifery 
services in those areas. 

170. Other home visiting duties. The pro-forma sent to local authorities 
for completion under this heading indicated only the sub-headings “ Mental 
health ’’, “ Mental deficiency ” and “Health and welfare of the aged” and 
authorities themselves were asked to indicate further categories. Fifteen 
other distinguishable categories were mentioned including “Miscellaneous ”’, 
besides a number of other fractions too small to count. It ts difficult to 
assess the significance of some of these additional headings. Usually the 
numbers quoted were so small as to suggest specialisation; but they were 
not so referred to in the table specifically asking for this and the whole-time 
staff equivalents were usually negligible. Usually too the subjects were the 
sort in which Health Visitors might be expected to interest themselves, 
indeed unavoidably must in the course of their ordinary work, and they 
might well have been included in the main section of the table by most 
authorities. For example, time spent on duties associated with the children’s 
department—or part of it—may have represented only visits for child 
welfare purposes to children in care. Some “care and after-care” may have 
arisen directly from work with mothers and children and school children. 

171. If we assume, however, that “other duties” represented work that 
could not properly be classified under the main headings of the first 
part of the staff-time survey then it is apparent that such work, though 
often a concern of a large proportion of the Health Visitors, was not 
then a major factor in their working life. This 1s shown clearly in Table 10. 

The total staff time involved was only 6 per cent. of the total time of all 
Health Visitors—though, of course, a larger proportion of time available 
for visiting would be absorbed. There was some variation between groups 
of authorities—most time being given in the County Boroughs and least 
in the Scottish Counties. More actual staff were employed in the county 
areas generally than in the boroughs, as would be expected from the greater 
degree of generalisation. More staff were involved in England and Wales 
than in Scotland. It is especially noteworthy that 4,577 Health Visitors 
were playing some part in the health and welfare of the aged but no less 
significant that their total contribution amounted to no more than 215 full- 
time staff. Another point of interest is the employment of 458 Health 
Visitors in connection with research projects; only the equivalent of the 
time of 19 Health Visitors was, however, taken up in this way. 

172. Other Workers. As we have already said, the part of the survey 
which it was hoped would show what we might describe as the “‘ competitors ” 
of the Health Visitor (in the sense that they were working in the same 
field) was largely unsuccessful. We may assume that the figures were reason- 
ably accurate in the parts relating to the traditional field—maternity and 
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TABLE 10 


Health Visitors Engaged on Other Home Visiting Duties 
and Whole-time Staff Equivalent 








England and Wales Scotland 
Subject Total Total 
Number Whole-time Number Whole-time 
of Health Staff of Health Staff 
Visitors Equivalent Visitors Equivalent 
1. Counties 1. Counties 
Mental health ie a Bae 258 2 158 Z 
Mental deficiency ... 42 725 11 240 2 
Health and welfare of the aged cok 3,107 138 377 16 
Care and after-care : ws 1,197 39 66 3 
Infectious diseases ... om 427 10 121 6 
Vaccination and immunisation... 302 6 71 1 
Home help (administration) aa 539 13 86 5 
Children’s department nian Re 846 25 56 n 
- Research... i, 312 14 — — 
Miscellaneous (unspecified) viz 594 13 55 1 
2. County Boroughs 2. Cities and Large Burghs 

Mental health REE Rac ae 129 5) n n 
Mental deficiency ... ~s 189 7 n n 
Health and welfare of the aged = 926 51 167 10 
Care and after-care o Ae 204 24 n n 
Infectious diseases ... ¥ aa: 216 19 43 ys 
Research ... ate che ao 146 5 — — 
Housing ast sia: 1 = 59 1 54 9 
Venereal diseases... a 64 3 43 6 
Home help (administration) Foe 54 2 35 1 
Miscellaneous (unspecified) a9 68 5 36 n 





Note: n = negligible. 


child welfare, school health and tuberculosis. It is interesting that in Great 
Britain as a whole 3 almoners and 22 other social workers were shown as 
holding administrative or supervisory posts with local authorities; only 
2 social workers were shown under maternity and child welfare but 26 were 
shown under schools and 41 almoners and 26 other social workers were 
shown under tuberculosis. Inadequate as the returns are, it is clear that 
the situation is very different outside the traditional work. Counting all 
types of social worker together there were 659 (whole-time staff equivalent 
357) engaged in mental health, 593 (309) in mental deficiency, 154 (47) in 
health and welfare of the aged; 20 (12) were shown to be active in care 
and after-care presumably otherwise than with mothers and children and 
44 (34) were associated with the home help service. 


SCHOOL HEALTH SERVICE 


173. Although the statement shown in Appendix VI showing staff engaged 
in the School Health Service, is, like the other sections of our survey, 
internally consistent it does not entirely match the figures shown in 
Appendix V, partly because it includes both clinic and visiting duties, partly 
because a less careful analysis of duties was thought necessary in this case. 
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(We were advised that it would be impracticable to secure figures for the 
whole-time staff equivalent devoted to each duty.) 

174. The number of staff employed part-time in the service of the local 
authority and not otherwise employed is small—189 in England and Wales 
and 8 in Scotland; the qualifications of these staff are not known. The 
summary in table 11 below, excludes them. On the other hand the majority 
of staff were engaged both in school nursing and in other local authority 
service. This was very noticeable in the Counties—in England and Wales 
only 11 per cent. of staff were whole-time school nurses; in Scotland 
the figure was 6 per cent. 

175. The total number of staff in England and Wales employed wholly 
or partly on school nursing duties (with the small exception mentioned) 
was 5,844; 4,025 were qualified Health Visitors and 1.819 were other 
school nurses. In Scotland the total was 1,040 of whom 438 were qualified 
Health Visitors and 612 were other nursing staff. Except in the Scottish 
Counties qualified staff outnumbered other staff; this feature was most 
marked in the English Counties. The actual staff numbers serve to show 
that there were differences in the emphasis laid on duties, as between 
types of authority and between qualified and acting staff. This applied 
particularly to the Counties and to the English and Welsh County Boroughs. 
Distribution of qualified staff among the various duties in the Scottish Cities 
and Large Burghs was rather more even; the figures give the impression 
that other school nurses—few in number—were used to supplement the 
general activities of qualified school nurses. 

176. School Nurse Visits. Many of our witnesses indicated that the volume 
of visits by school nurses was very considerably less than the amount under- 
taken by Health Visitors generally. It is interesting to see from this table, 
however, that in England and Wales home visits were carried out by 90 
per cent. of qualified staff in the Counties and 94 per cent. in the County 
Boroughs; in Scotland the figures were 98 per cent. in the Counties, but 
only 61 per cent. in the Cities and Large Burghs. This work seems to have 
been carried out without distinction by both acting and qualified Health 
Visitors; in England and Wales 75 per cent. of acting Health Visitors were 
doing home visits in the Counties, 72 per cent. in the County Boroughs; 
in Scotland the figures were 93 per cent. in the Counties, but only 36 per 
cent. in the Cities and Large Burghs. 


177. Other School Nursing Duties. The following table shows the duties, 
other than home visiting, on which school nurses were engaged, and the 
percentage of staff (qualified Health Visitors and others) who were carrying 
out each duty. Staff engaged whole-time on specific duties are included. 

The first five items in the table—medical examinations, cleanliness inspec- 
tions, nurses’ surveys and clinics—are clearly the most significant from the 
point of view of the proportions of school nursing staff (both qualified 
Health Visitors and others) employed on them, in all authorities. The rela- 
tive importance varies with various groups of authorities and with the type 
of staff employed; medical examinations are clearly of great importance in 
all authorities, but there is greater emphasis on cleanliness inspections in 
Scotland than in England and Wales, and on nurses’ surveys and clinic 
work in the English and Welsh County Boroughs than in the other authori- 
ties. In all authorities a greater proportion of qualified Health Visitors than 
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TABLE 11 
Percentages of School Nursing Staff Engaged on Certain Duties 








England and Wales Scotland 
Duty Cities and 

Counties Came 4 Counties Large 

Chon? Burghs 
A B A B A B A 
Medical examinations ... as. 95 86 92 74 93 74 78 
Cleanliness inspections ... e 62 81 83 73 93 95 68 
Nurses’ surveys ... es aa 66 43 77 63 60 57 aps 
** Minor ailment ” clinics ... | 46 41 52 76 60 35 63 
Other clinics 2 +e tiess 30 43 66 47 ID) 45 
Nursery schools and classes __..... 17 13 49 42 8 11 34 
Special schools... ae ne 4 6 17 34 9 11 14 
Health education in schools _... 13 4 12 9 21 15 10 
Other duties a, oy ae 14 14 30 31 17 23 38 

A = Qualified Health Visitors. B = Other school nurses. 


“other school nurses” were engaged on medical examinations, nurses’ 
surveys and at clinics (except in the case of clinics in the County Boroughs). 
It was otherwise with cleanliness inspections ; except in the County Boroughs 
a smaller proportion of qualified Health Visitors than “ other school nurses ” 
were engaged on this duty. The concentration of qualified staff on attendance 
at medical examinations, cleanliness inspections, nurses’ surveys and minor 
ailment and other clinics is noteworthy since home visits by school nurses 
were relatively infrequent and the great bulk of their time was spent on these 
routine duties at schools and at clinics. 


The other duties—nursery schools and classes, special schools and health 
education in schools—involved relatively few of the school nurses, except 
duties at nursery schools in the County Boroughs and Cities and Large 
Burghs, and at special schools in the County Boroughs. These two services 
would appear to be more developed in urban than county areas, and in 
England and Wales than in Scotland. 


178. Few school nurses were employed whole-time on a particular duty. 
Of a total of 289 who were so employed, only 56 were qualified Health 
Visitors. The most important duty was attendance at clinics, carried out by 
68 per cent. of the whole-time specialists, followed by attendance at special 
schools, on which 25 per cent. of the specialists were engaged. The remain- 
ing 7 per cent. of the specialists carried out other duties, of which audiometry 
was the most common. The use of specialist school nurses was more common 
in the County Boroughs and Cities and Large Burghs than in the County 
areas. 
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CHAPTER V 


ANALYSIS OF THE DIARIES KEPT BY HEALTH 
VISITORS IN SIX SELECTED AREAS 


179. In Chapter II we have described the discussions we had with profes- 
sional people concerned in some way with Health Visiting. In six of the 
areas, visits were preceded by surveys of the work of a number of Health 
Visitors, carried out by independent observers. The areas where surveys 
took place were Newcastle and Northumberland, Glasgow and Ayrshire, 
and Cardiff and Glamorgan. There were some points of resemblance super- 
ficially between the areas. In each case there was an industrial city with 
a seaport and large suburbs, within a large county area in which there 
was at least some industry ; only one of the county areas was predominantly 
rural. There was thus likely to be a broad similarity of health and welfare 
needs. In each of the cities there was a large University and closely asso- 
ciated with it a health visitor training centre with a reputation for efficiency. 
There, however, the similarities cease. There were differences in the adminis- 
trative arrangements, no doubt owing their origin to natural regional differ- 
ences. The Health Visiting services themselves were very different. For 
example, in Newcastle the school nursing and Health Visiting services were 
still not completely integrated ; in Ayrshire only tuberculosis was specialised 
but Health Visiting was combined with nursing and midwifery ; in Glasgow, 
maternity and child welfare, tuberculosis and school health were all separately 
staffed ; in Glasgow also we saw staff who were seconded for housing work. 
In the remaining areas general duties work was done, but in Cardiff a 
number of Health Visitors were doing specialised after-care work. 


180. In each of these areas a number of Health Visitors were asked to 
keep diaries during the first five days of an ordinary working week. The 
choice of weeks was discussed with the medical officers of health and was 
influenced partly by the limitations on our own time, partly by the need to 
fit in with local administrative arrangements and partly with the object of 
avoiding obviously abnormal weeks, e.g., the beginning of school terms. 
To some extent it was inevitable that the weeks should not be fully repre- 
sentative of work in the area; the organisation of Health Visiting often 
follows a monthly or fortnightly cycle and the kind of work that arises may 
vary with the time of year. The weeks themselves were, however, spread 
over a period of four months and most of the likely variations were probably 
covered (though not an emergency such as an outbreak of infectious disease 
or the special difficulties of a hard winter). In only one case was the work 
likely to be seriously affected by a periodic rotation of duties. In two 
cases a local holiday week had to be used but the main effect was only 
to reduce the number of Health Visitors who could keep diaries. Beside 
examining the diaries, the independent observers (whose reports are dealt 
with in Chapter VI) interviewed many staff who were not included in the 
survey to reduce the effect of any omissions, though this part of their observa- 
tions cannot be analysed here. 


181. The Health Visitors who were to keep diaries were partly taken at 
random, partly selected, but selection was not determined where it occurred 
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by the merit of the Health Visitor but rather by the desirability of avoiding 
the risk of missing work of a special character by random sampling. The 
arrangements unavoidably varied from area to area. In Newcastle and 
Northumberland one in five of the staff available during the week were 
taken at intervals from an alphabetical list. Of the 12 staff from Newcastle, 
8 were doing general work, 2 were venereal diseases specialists, and 2 were 
school nurses; all 11 Northumberland staff were doing general duties and 
one of these was selected to represent entirely rural practice. In Glasgow, 
one in five of all maternity and child welfare visitors (20), tuberculosis 
visitors (8) and “ housing inspectresses ”’ (5) with one in ten of school nurses 
(4) were chosen similarly. Nine of the Glasgow Health Visitors taking part 
were not available for discussion afterwards and for comparability’s sake, 
their diaries were not included in the summary. In Ayrshire selection was 
made from 72 combined duties staff (out of a total complement of 80); 
all 10 qualified Health Visitors in this group were taken, of whom 9 were 
included in the report together with one in six of the rest (10). In Glamorgan, 
14 Health Visitors were taken from alphabetical lists in each of eight divi- 
sional areas. In Cardiff, 10 out of 34 general duties Health Visitors were 
taken, with 2 of the 9 part-time specialists (paediatrics and premature 
babies) and 4 of the 7 full-time specialists (psychiatric, diabetic and cardiac, 
tuberculosis and mental deficiency). Thus in all 77 Health Visitors who 
were doing maternity and child welfare work or substantially general duties 
took part in the survey, together with 23 specialists. The Health Visitors 
taking part were given instructions on how to complete the diaries, shortly 
before the selected week. They were allowed one practice day. They were 
expected to do an ordinary week’s duty and no time was set aside for 
recording in diaries during the working day. They willingly spent a good 
deal of their free time on our behalf and we are most grateful for their 
help. The diaries used were modified slightly to suit local circumstances 
but were in essentials the same in each case. A specimen of a diary sheet 
is shown in Appendix VII. The diaries showed the time spent on various 
activities and the subject-matter of visits, including matter observed, whether 
or not dealt with at the time, and the kind of action taken or contemplated. 

182. A general summary of the time-analysis is given in Appendix VII. 
This shows that, taking all in all, the working week in each case was much 
the same as described by the Nuffield survey, namely an average of 40:3 
hours. It should be noted however that diarists were not asked to deal 
specifically with extra activities outside normal working hours. About 4:6 
hours went on office work and 11:8 hours on clinics compared with a total 
of 10-12 hours on these activities (excluding incidental work at clinics) 
recorded in the Nuffield survey. The remaining time was divided between 
actual travelling time, actual visiting time and “other intervals” (almost 
wholiy meals). Of the balance of 23-9 hours, “other intervals” accounted 
for 5-6, and travelling for 6:3 hours. Thus apparently on average Health 
Visitors in these areas did only 12 hours actual home visiting or 30 per cent. 
of their aggregate time. 


TRAVELLING TIME 
183. A further analysis of travelling time shows that, ignoring insignificant 
intervals such as journeys between neighbouring houses, the average duration 
of journeys for all areas together was 7°6 minutes. The following tabulation 
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shows the number of journeys falling within certain time-ranges, as between 
the Counties and the Cities and as between general duties Health Visitors 
(including maternity and child welfare Health Visitors) and specialists. 


TABLE .12 


Travelling Time. Number of Journeys Falling Within Certain 
Time-ranges 


1. Counties: Cities 





Tctal Average Number of Journeys of 
Nano of Total | Length certain durations (minutes) 
Authority of Time of 
Journeys (hours) | Journey 
(minutes)| 0Q_5 6-10 | 11-15 | 16-30 | Over 30 

Counties Md 22470 a wd oo Te TD, 1,630 480 202 138 20 
Cities ... ehhh, IOUT 243 37e 7:9 1,665 376 242 232 62 
TOTAL... 2.) OIO8T= |yO35 71 7:6 3,295 856 444 370 82 


2. General Duties and Maternity and Child Welfare Health Visitors: 
Specialist Health Visitors 


Total Average Number of Journeys of 
Class of Sani Total | Length certain durations (minutes) 
Health ae Time of 
Visitor Journeys (hours) | Journey 
(minutes)} 0-5 6-10 | 11-15 | 16-30 | Over 30 
General Duties | 4,223 | 500-4 7:1 2,872 670 350 275 56 
Specialists... 824 | 134-7 9-8 423 186 94 95 26 





TOTAL... wov | D047. -]63521 i 3,295 856 | 444 370 82 


These figures include visits for nursing or midwifery purposes by combined 
workers in Ayrshire. About two-thirds of journey-durations fell in the range 
of up to 5 minutes and about a further sixth in the range 6-15 minutes. 
The average for Counties was slightly lower than for the Cities, but specialists, 
who are virtually non-existent in the Counties, inflate the City figures because 
they cover a much wider area. If account is taken only of journeys by general 
duties and maternity and child welfare visitors, the average for the Cities 
would be 6:9 minutes. Although it was noted, as in the Nuffield Trust’s 
survey, that the average length of journeys was small, their aggregate effect 
was very considerable. A reduction in the average length of journey of 2 or 3 
minutes would have made 14 to 24 more hours available each week to each 
Health Visitor for actual visits. The diary figures and evidence gained during 
our visits about the areas suggest strongly that a considerable advantage lay 
with those areas where better transport facilities were provided, or where 
Health Visitors worked from a base on the district and did not need to go 
daily or oftener to a central office. It is clear also that specialisation was 
rather more expensive in travelling time than general duties. 
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“No Access ” VISITS 


184. As in the case of the Nuffield Provincial Hospitals Trust survey, a 
high proportion of “no access” visits was recorded—perhaps a little higher 
than the Trust figures because visits were counted as “no access” unless 
the client or a close relative was actually seen. While the Nuffield survey 
recorded 14 per cent. “no access” visits in County Boroughs the figures for 
Cities in our survey was 17 per cent., the specialists being a little more 
fortunate than the general duties visitors. The figure for county areas as a 
whole was 6 per cent. 


The lowest figure was recorded by the combined workers of Ayrshire 
(4 per cent.) while in Glamorgan the figure was 11 per cent. and in 
Northumberland 5 per cent. This suggests to us that the determining factor 
is urbanisation and a high rate of “no access” visits may be extremely 
difficult to avoid in those circumstances. It is interesting, however, to note 
that a small County Borough not included in this series, which had a high 
“no access”’ rate, was able to reduce the figure considerably by re-timing 
visits to suit local customs. There may be possibilities of this kind in larger 
urban areas; no doubt evening visiting is done already in some areas. 


LENGTH OF VISITS 


185. A total of 4,800 visits was covered in the diaries—4,162 by general 
duties, maternity and child welfare and combined staff and 638 by specialists. 
The average number of visits per Health Visitor was 48, but it varied between 
different areas and different classes of staff. It was higher in the Counties 
than the Cities, partly because of the inclusion in the latter of specialists 
who made fewer visits. This was particularly noticeable in the case of school 
nurses who only made, on average, 10 visits each. The percentage of visits 
falling within certain time ranges is shown in the following tabulation. The 
Counties and the Cities are shown separately, as are also general duty and 
specialist staff. 

Generally speaking the visits paid in the Counties were longer than those 
paid in the Cities. This was partly because there were fewer “no access” 
visits, which are all counted among the O-5 minutes time-range, partly 
because clinics were fewer, partly because for Ayrshire the home nursing and 
midwifery visits of combined nurses are included, but partly also because 
better transport was provided in the Counties. In the ‘Cities, for example, 
56 per cent. of visits fell in the range 0 to 10 minutes, and 44 per cent. were 
longer ; in the Counties on the other hand 43 per cent. of visits were in 
the 0 to 10 minute range. 


Visits by specialists were markedly fewer in number and generally much 
longer than any other except those of combined workers. If they were 
excluded from the City figures in the table, the average for general duties 
staff would be seen to be appreciably lower—11°3 minutes. 


In Cardiff, for example, the psychiatric after-care visitor paid 13 visits of 
an average duration of 55-9 minutes while the tuberculosis specialist paid 
10 visits of an average duration of 41:4 minutes. In Glasgow, school nurses 
paid 7°5 visits on average with an average duration of 14°5 minutes. The 
average number of visits by combined workers in Ayrshire was 71, the 
average length of which was 19:1 minutes (but this figure includes home 
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TABLE 13 


Length of Visits. Percentage of Visits Falling Within Certain 
Time Ranges 


1. Counties: Cities 


Percentage of Visits of a 
Total Average 


certain duration (minutes) 
Authority Number Length 
of. Visits en sa s) 
0-5 6-10 11-15 | 16-25 | Over 25 
Counties... xs 2,461 17 J ca 14 29 21 19 17 
Cities* Os aS 2,339 13-1 30 26 19 15 10 
TOTAL ié 4,800 15-0 22 21 20 17 14 


2. General Duties and Maternity and Child Welfare Health Visitors: 
Specialist Health Visitors 


Percentage of Visits of a 


ws a ee coe certain duration (minutes) 
Healt Number nie 

Se ye of Visit 

Visitor of Visits (minutes) 


0-5 6-10 11-15 | 16-25 | Over 25 


—_—— | | | | 


General Duties... 4,162 14-6 a2 28 21 17 12 
Specialists*... ae 638 17°8 24 21 17 18 20 
TOTAL are 4,800 15-0 22 pel 20 Ly 14 


* No times were given for 27 visits, which are therefore excluded from the time-analysis. 


nursing and midwifery). On the other hand, the average duration of all visits 
iby the general duties maternity and child welfare group was 14:4 minutes— 
the average varying from 10:1 to 13:5 in the Cities and 12:3 to 19:1 in the 
Counties. The average number of visits was 54, also varying widely in 
number, the range being 44°7 to 55-0 in the Cities and 35:3 to 70°7 in the 
‘Counties. The above figures are heavily weighted in the case of the Counties 
iby the visits paid by Ayrshire combined workers and need to be correlated 
with time spent on clinics and other duties. For example, full-time Health 
Visitors in Northumberland, with a considerably larger clinic commitment 
than Ayrshire combined workers, did half the number of visits (35:3 as com- 
pared with 70-7) but their average length was nearly the same (17°5 minutes 
against 19:1 minutes). Full-time Health Visitors in Glamorgan with still 
heavier clinic commitments averaged 52°1 visits lasting 12:3 minutes on 
laverage. 


| TIME SPENT AT “ CLINICS ” 


186. “ Clinics” was a term here used to classify all time not allocated to 
visits, travelling, office work or “other intervals”, and thus included all 
visits to schools, hospitals, general practitioners and all conferences as well 
las the ante-natal and child welfare clinics which comprised the main indoor 
activity of general duties or maternity and child welfare workers. The total 
number of “clinics”? recorded was 493, each Health Visitor showing an 
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‘average of 4:9 such items of an average length of 2:4 hours. Visits and 
conferences, etc., lasted less than 2 hours. The number of such activities 
falling in the duration ranges up to 4} hour, 4 hour to 1 hour, etc., was not 
widely diverse. Of clinics proper there were 322—nearly twice as many as 
visits and conferences. They mostly dealt with ante-natal and child welfare 
work ; two-thirds of them fell in the time range 24 to 34 hours, the rest 
equally between 2 and 24 hours and over 34 hours. These clinics averaged 
about 4 to 5 per Health Visitor except in Ayrshire where the average was 
less than 1 and Newcastle where, in an abnormal week. the figure was 
ionly 2°8. Clinics tended to be a little shorter in the Counties. 


INITIATION OF VISITS AND CONTACTS IN THE COURSE OF VISITING 


187. We attempted to assess the extent to which Health Visitors’ visits 
were initiated by themselves or at the instance of others, or the extent to 
which Health Visitors were concerned with other workers or agencies, during 
visits or as a result of visits. To do this the diaries were coded to indicate 
who had been responsible for the visit being made or had been concerned 
with the same family or was subsequently brought in. Any relationship with 
another worker or agency was termed a “contact”’. 


“No access ”’ visits were omitted because no contact or reason for visiting 
was recorded. Visits for purely home nursing or midwifery purposes (705) 
were also excluded. Of the remaining 3,538 visits, 87 per cent. were for 
purposes pre-determined by the Health Visitor herself, so far as the records 
showed. But this may be an over-statement. In fact an unknown proportion 
of visits recorded as made on the initiative of the Health Visitor were 
probably made on a reference from the public health department (acting, 
however, often at the instance of some third party). This certainly occurred 
, In the Newcastle survey. Only 6 per cent. of visits were made at the request 
of the client and 7 per cent. at the instance of some other person, such as a 
neighbour, a general practitioner or a hospital. Since generally no difficulty 
in making contact with clients was found, however, it would be unreasonable 
to assume that, for example, clients were not requesting the services of the 
(Health Visitor because they were unwilling to discuss problems with her. 
It seems more likely that matters on which clients wished to consult Health 
‘Visitors were dealt with at visits initiated by Health Visitors. The question 
remains open whether, if the frequency of regular visits were reduced, more 
requests from clients would follow. 

188. While usually the Health Visitor was working alone she was in con- 
tact in many cases with a fairly wide variety of other workers to whom she 
referred or to whom she reported or with whom she discussed problems. 
The number of visits, however, on which such contacts occurred was 981 
or only 28 per cent. of the total. In 21 per cent. of visits, there was one 
contact only ; in the remaining 7 per cent. there were two to four contacts. 
Taking all Health Visitors together, in relation to all cases in which contact 
was made, the most important contact (38 per cent.) was naturally with 
the health or housing department, from whom problems were referred and 
to whom reports were made. The next most important contact was hospitals 
(23 per cent.), general practitioners (22 per cent.), schools (13 per cent.) and 
children’s departments (9 per cent.). In the Cities general duties and maternity 
and child welfare staff made contacts in 18 per cent. of visits. Again the 
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most important contact was the health or housing department (in 33 per 
cent. of cases in which contact was made) and the next most important 
hospitals (23 per cent.), general practitioners (18 per cent.) and the children’s 
department (10 per cent.). In Ayrshire, contacts were made in connection 
with 23 per cent. of the visits. Here in a considerably higher proportion of 
cases contact was with general practitioners (54 per cent.). Next came the 
health and housing departments (23 per cent.), schools (18 per cent.) and 
children’s department (7 per cent.). In the other Counties a rather higher 
number of contacts was recorded—35 per cent. These two Counties also had 
the highest percentage—30 per cent.—of contact cases in which more than 
one contact was made. References to the health and housing departments 
were also the highest—45 per cent.—and rather higher in Glamorgan than in 
Northumberland. The next most important were schools (20 per cent.), 
hospitals (19 per cent.), general practitioners (only 16 per cent.) and children’s 
department (12 per cent.). 


189. The above figures are for general duties and maternity and child 
welfare workers only. The specialists generally speaking had a much higher 
contact rate with the exception of school nurses in Glasgow. For example, 
tuberculosis specialists made contacts in connection with 49 per cent. of 
their visits and contacts were made with the health and housing departments 
in 58 per cent. of these cases, with hospitals in 27 per cent. and with general 
practitioners in 20 per cent of cases. For all other specialists together the 
contact rate was only slightly lower at 43 per cent. As the nature of the 
work was usually hospital after-care, it is not surprising that in 51 per 
cent. of cases, the contacts were with hospitals and 33 per cent. with health 
and housing departments; in only 16 per cent. of cases was contact with 
general practitioners. A much larger proportion of multiple contacts were 
recorded in specialist’s diaries. 


190. Comparison between individual authorities is extremely difficult. For 
example, Glasgow was the only area surveyed where tuberculosis was an 
entirely separate service; here also, all references on housing matters were 
dealt with by separate staff. In Glamorgan the Health Visitors worked in 
divisional areas where centralisation of divisional health and welfare ser- 
vices made for easy contact with supervisory staff and other officers. In 
Ayrshire all Health Visitors seen were combined workers, and accordingly 
there was a higher rate of reference to general practitioners because of the 
much closer contact obtained in the course of home nursing and midwifery 
work. The overall picture, however, is in all essentials the same in all areas. 
It is noticeable that the Counties recorded a higher rate of contact than the 
Cities, suggesting a closer individual contact with local agencies or more 
intimate knowledge of them in the Counties, possibly because there were 
fewer agencies. Even the low figures of contacts with general practitioners 
must be accepted with some reserve because it is often doubtful whether 
actual contact took place except in the Counties; probably most references 
consisted of advice to the client about general practitioners’ instructions or 
advice to the client to visit the general practitioner. It appears, however, in 
these areas that co-operation of some kind between the Health Visitors and 
general practitioners occurred in some 25 per cent. of those cases in which 
some follow-up action by the Health Visitor was necessary (7 per cent. of 
all visits). ) | 
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NATURE OF THE SUBJECT MATTER OF VISITS 


191. Many of the differences of opinion between Health Visitors and their 
critics seem to be in the construction placed on “maternity and child wel- 
fare”. We may illustrate by setting out the extreme views. On the one hand 
some assert that this work was and is no more than advice to expectant 
mothers and mothers with young children about matters affecting their bodily 
condition together with re-assurance to relieve the natural anxieties of 
mothers about their condition or their children’s physical development. On 
the other hand the assertion is made that “maternity and child welfare” 
embraces all activities that may be undertaken on the occasion of visits to 
mothers and their children thus including in the term all psychological and 
socio-economic factors in pregnancy and the rearing of young children and 
all known factors in family life bearing on these matters. It is not contested, 
of course, that Health Visitors do in fact undertake the limited role implied 
in the first definition. The controversial issue is how far they contribute 
to the wider definition. They and their supporters naturally would not claim 
that they deal or ought to deal with those psychological or socio-economic 
aspects that call for the help of expert specialists. They do, however, claim 
that the official statistics misrepresent the scope of their work, if these are 
taken to indicate an interest merely in physical well-being. (We have referred 
to this possibility in Chapter II.) We thought it well therefore to attempt an 
analysis of the subject-matter of the diaries to isolate firstly those activities 
which fell within the most limited definition and thence to assess to what 
further problems the Health Visitors concerned might be making an addi- 
tional contribution. 


192. The matters dealt with at visits were divided into two broad groups 
—those which were concerned primarily with the physical health of clients 
and those in which the problem was predominantly of a psychological, social 
or economic nature. There is necessarily a psychological element, however 
minute, in all matters affecting physical health. This does not, however, 
invalidate the broad classification which has been adopted. Where a psycho- 
logical problem of any magnitude was recorded, it has been counted as such ; 
where the advice given included a small but normal element of, say, reassur- 
ance, which could not reasonably be considered as a separate element from 
the advice on physical health, the subject dealt with has been treated as 
dealing with physical health. 


193. The number of items of subject-matter dealt with at the 3,358 visits 
surveyed was 14,603. These were grouped together to form 57 classes of 
related subject-matter. Of all subject-items, 75 per cent. (10,991) fell into 10 
of these classes, of which the content occurred most frequently in the diaries, 
that is, on 300 or more occasions. In the remaining 47 classes, subjects 
occurred on less than 300 occasions in all. The largest of the 10 classes 
was concerned with “ physical health of children under five years” (31 per 
cent. of all items). “Physical health of mothers” came next (13 per cent.) 
and the third largest class was “infant feeding and dietary of young 
children” (8 per cent.). The rest of the 10 classes were all much smaller, 
accounting for between 2 and 5 per cent. of all subject-items. Two of these 
smaller classes dealt with the physical health respectively of ‘‘ school children ” 
and “other clients” (that is, other than mothers and children) in general 
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terms. Two others related to “ specific illnesses of children” and “ immunisa-- 
tion”. Others were concerned with “ physical and mental health of other 
clients”, “mental, emotional and matrimonial problems” and “ housing 
conditions ”’. 


194. To obtain a more significant picture of the classification of subject 
matter all subjects were further classed into two main groups arbitrarily 
headed “physical” and “psychological, social and environmental ”, 
(“‘ psycho-social” for short). Under the first group came such items as the 
physical health of mothers and children, after-care visiting of clients and 
referrals to the nurse or doctor. Under the second heading came items in 
which the provision of services was involved or advice was given on some 
questions such as enuresis in children, problems arising from school work, 
the employment of mothers, emotional disorders in children, etc. The two 
groups were then sub-classified according to the principal client so far as 
practicable. In a number of cases, items were clearly related to children 
but could not be allocated between school children and younger children 
and these were grouped under “Children of all ages (unallocated) ”. There 
remained a further small group of items—all “ psycho-social” in character 
—which could not be allocated with certainty to any class of client: 
these fell under a “ miscellaneous” heading. The results are shown in the 
following table. 


TABLE 14 
Subject matter dealt with at visits in relation to clients 


Care of Children 


Mothers and 


i Adol Other Cli isc. 
at Seas Giised Children 66 aa olescents er Clients | Misc 
ig under 5 School Age (unallocated) 
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Physi-| Psycho-| Physi-| Psycho-] Physi-| Psycho-| Physi-| Psycho-| Physi-) Psycho-| Physi-| Psycho-] Psycho- 




















cal social cal social | cal social cal social cal social cal social | social 

Cities az ,016+)5/ 242 13.297) .0:78: | -4ta Le 192 | 252 | 984 fete Io Meo let739ee aatg|: i na90 
Counties }1,281.| 224 |3,204 | 131 | 305} 4154} 277.) ° 40a} | 89) -aas' | 312 [> 424 
2,297 | 466 |6,501| 209 | 719] 276| 479! 638| — | 189 |1,184| 731] 914 

oe 2,763 6,710 995 1,117 1899 | 1,915 914 


195. In interpreting the table it must be borne in mind that the work 
of both general duties and specialist workers is included. Specialists are 
much more heavily represented in this survey than in the country as a 
whole ; mostly, however, they were concerned with fractions of general 
duty work and they tended, therefore, to influence only the distribution 
of subject items among classes of clients. Moreover, one visit to a client 
may be represented by four or five subject items. The care of mothers and 
young children may, therefore, be over-represented. On the other hand the 
items ascribed to “children of all ages (unallocated)” probably refer 
mainly to work with children under five years. It seems not unreasonable 
to think that there was, however, a fairly close relation between the propor- 
tion of subject items and the number of subject-items and the number of 
visits paid to each class of client. 
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The table shows that some 65 per cent. of all subject-items were 
concerned with mothers and children under five years, the remainder being 
concerned with children of school age (7 per cent.), children of all ages 
(8 per cent.), adolescents (1 per cent.), other clients (13 per cent.) and 
miscellaneous (6 per cent.). If school children are excluded however mothers 
and young children account for nearly 70 per cent. of the items. If items 
relating to children of all ages are assumed all to have occurred in fact 
to children under five years the maternity and child welfare figure rises to 
nearly 78 per cent. of the total. This figure compares fairly closely with 
the official statistics of visits paid on behalf of the local health services 
according to which 83 per cent. were to mothers and children under five 
years in 1954. 


Some 77 per cent. of all subject-items together were concerned with 
“ physical” and 23 per cent. with “ psycho-social ’’ questions. The propor- 
tions varied, however, considerably with the class of client. If mothers and 
children under five are combined with children of all ages together “‘ physical ” 
items account for nearly 88 per cent. of the work. Items for all other 
classes of clients are almost evenly balanced, however, between “ physical ”’ 
and “ psycho-social” subjects. This disparity is not surprising. Health Visitors 
probably visited as a matter of policy a high proportion of all mothers 
and did so fairly frequently, especially in the child’s first year of life. 
They would visit mainly for educational purposes and without regard 
necessarily for the circumstances of the family. Visits to other classes of 
client on the other hand were more likely to be made not as a matter of 
routine but because of a known problem. If maternity and child welfare 
visits were concentrated on more difficult families the chances obviously 
are that the proportion of “ psycho-social” items would rise substantially. 
While on the face of these figures, therefore, it appears that maternity 
and child welfare is numerically a matter largely of “physical” health * 
education, it would be truer to say that such matters recur more often 
in Health Visitors’ work with mothers than with other groups. A fairer 
picture of Health Visiting emerges from the statement that some 25 per 
cent. of the Health Visitors’ work as a whole was concerned with “ psycho- 
social ” questions. 


196. Local conditions and administrative practices must affect the picture 
presented by Health Visiting in any area. The services we saw in our visits, 
however, taken all in all are in our judgment at or above the average 
level. Although it could not be contended that the surveys described are 
statistically representative of practice in the whole country we think it not 
unfair to suggest that they give some indication of the general state of 
Health Visiting at the present time. We think they show clearly that Health 
Visitors are more concerned than many suppose with social action and in 
this role they are concerned with a very wide range of questions. It is 
nevertheless true that partly as a result of policy and partly by training 
the Health Visitors are predominantly concerned with physical health 
education. If as a result of policy changes their work falls more in the 
social field the development of their training must inevitably lead toward 
fitting them more for “ psycho-social” work. 
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CHAPTER VI 


SOME INDEPENDENT OBSERVATIONS ON 
THE WORKING OF HEALTH VISITORS 


197. In Chapter V we have adopted what can be described as an arith- 
metical approach to the work of Health Visitors as recorded by themselves. 
This analysis took some little time and labour and could not be completed 
in the short period we were able to allow to the independent observers. The 
impressions they gained were, however, of considerable interest since they 
were formed by observers who were not closely involved in the immediate 
professional and other problems of the administration of the services con- 
cerned and who were fairly familiar with the area. Miss A. Eden who 
undertook the survey in Newcastle and Northumberland, is a lecturer in 
education at Durham University ; she has helped in the training of Health 
Visitors, child care officers and others. Miss J. E. Paterson who was the 
observer in Scotland is an almoner who was employed in the general practice 
teaching unit at the University of Edinburgh. Miss Frances Rees, who did 
the survey in South Wales, was until recently headmistress of Cardiff High 
School for girls and is a member of the Board of Governors of the United 
Cardiff Hospitals and the Cardiff Council of Social Service, among other 
activities. Each of the observers had the help of one of the Joint Secretaries, 
Miss M. H. Cook, who acted as adviser on professional matters. This Chapter 
summarises—so far as possible in their own words—the oral and written 
reports made to us by the observers. We regret that we cannot, for lack of 
space, reproduce the reports in full. 


198. The observers were given general advice on the Working Party’s 
e objectives and they were asked in particular to consider the possibility of 
the Health Visitor as general purpose family visitor. Otherwise they were 
free to pursue the line of investigation that their training and experience 
suggested to them and to report as they saw fit. The first of the series was 
the survey in Newcastle and Northumberland. Later surveys were modified 
in the light of experience gained there, but generally the procedure was the 
same. The diaries were examined by the observer and her adviser. Each 
Health Visitor taking part was then interviewed informally and afterwards 
group discussions took place with selected Health Visitors. The formation 
of groups varied with circumstances. In the English areas, for example, 
Health Visitors with varying length of experience were seen together, while. 
in Scotland groups were chosen from different services or staff with differing 
qualifications. 


NEWCASTLE AND NORTHUMBERLAND 


199. “The survey was undertaken as an attempt to find out from the 
Health Visitors themselves what their work is; what they conceive their 
function to be, what difficulties they encounter in doing the job as they would 
wish, and what further developments in their functions they themselves would 
wish to see.” 


200. The Health Visitors themselves all had two things in common ; “ they 
are trained nurses, with an interest in the social as opposed to the purely 
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technical side of their work. All, of course, began by taking the normal 
nurses’ training in a hospital, some had added many years as staff nurse and 
sister. We asked them all why they had taken up Health Visiting; their 
answers hardly differed, even in phrasing. They said, while nursing, they 
had realised that patients in a hospital came from homes and belonged to 
families. They became curious about these homes and families, and realised 
how important a factor they were in the patient’s condition and recovery. 
These are, then, people with a practical skill, they are proud of it and enjoy 
exercising it. None of them wished they had chosen a different route into 
social work ; all said, many spontaneously and unprompted, that being known 
as a nurse encouraged people to confide in them. 


201. “ Alone of all the professional knockers-on-doors, Health Visitors 
do not wait till a breakdown is actual or imminent in a family. before they 
visit. Theoretically, at some stage in the life of every family, they have a 
reason for a visit, and thus the entry to every house, at least, where there 
are or have been children. They do also of course deal with breakdowns and 
emergencies but the fact that very much of their work is straightforward 
affects their approach and should influence decisions about training. 


202. “ The fact emerged in every conversation with the Health Visitors that 
although their work is conceived of as medical, in practice they become 
involved in a host of non-medical problems. There are matters closely 
associated with health—like the obtaining of a home help, the arrangements 
with the Children’s Officer for the care of children during the mother’s stay 
in hospital in which people fairly naturally turn to an employee of the local 
health department, and generally, though not always, the Health Visitor’s 
function is fulfilled when she has passed the message on to the appropriate 
department or worker in another field of the service; but there is another 
kind of problem, the ones touching human relationships. Here are some* 
extracts from one week’s diaries of this small group of Health Visitors: 


‘Relatives not interested in young child; family made. to feel unwanted. 
Husband does nothing in the house. He thinks his wife is lazy and won't 
pay for home help.’ 

*Mother meek and uncomplaining, much subdued by ula older husband 
who was late employer.’ 

‘Mother very thin and run-down. Anxious to talk and confide in someone. 
Does not fight with her husband, but relations strained.’ 

‘Rather strained atmosphere. Mother had words with mother-in-law. Talked 
with her for a while. Tension lessened.’ 

‘Child born before marriage. Mother now in position to have birth legitima- 
tised but has not done so. Urged her to change child’s name before he 
commences school.’ 

‘Mrs. ... is meeting her husband secretly although she has a Court Separa- 
tion Order against him. Very unhappy yet cannot see any solution to her 
problems. They must find accommodation to begin again without interference 
or help from in-laws. Mrs. ... ’s mother does not want a reconciliation ; 
does not like son-in-law, but what she does not see is that her daughter will 
continue to have his children and she will have difficulty in supporting them. 
Husband is in arrears with weekly payments. I would like to see husband if 
‘possible.’ 

‘Wife left husband taking child with her. Discussed case with husband who 
is willing to take wife back. Advised him to go and see his wife and child. 
Health Visitor in wife’s present area now contacted.’ 
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203. “It will be clear that some of these problems are insoluble. The 
Health Visitor’s function is fulfilled if she listens sympathetically. As one 
of them said to us, ‘The mothers feel they must talk to someone or burst. 
They can’t let out to neighbours or relatives, but they know that we are safe, 
and won’t pass on what they say.’ But sometimes the Health Visitor is asked 
for advice, not just in general terms, but as touching important action.” 
How able was she to give the best kind of advice, and how far did her train- 
ing prepare her for this kind of work? 


204. Miss Eden went on to discuss the extent to which the. Health Visitor 
is actively concerned with co-operation, in the sense that she makes use of 
colleagues or they make use of her. She noted that the apparent purpose 
of the great majority of visits was maternity and child welfare. “ Easier to 
assess is the degree to which Health Visitors make use of other social 
workers. In the county area, with sparse population and long distances to 
travel, the workers seem much more aware of the existence of each other. 

It was also our impression that the method of organisation of the work 
had its influence. Where the Health Visitors do their own correspondence 
and initiate their own contacts, not only is co-operation with other workers 
more frequent, it is also likely to be more fruitful. One Health Visitor said 
that her clinic had become a sort of centre in her district, and social workers 
of all kinds had the habit of dropping in. 


“Following are some examples taken from the diaries of the sort of 
cases, involving co-operation with others, which come their way: 


‘Child under school age, parents legally separated. Child living with father, 
cared for by paternal grandmother. Very good home atmosphere. Mother 
of child shows no interest in making home with husband. Intends getting 
custody of child in near future. Grandmother and father afraid she will 
succeed. Grandmother sensible, active person, previously foster-mother for 
Church of England Children’s Society. Badly wants to help baby. Promised 
to speak on her behalf to N.S.P.C.C. Officer. Contacted 4.50 p.m. Position 
confirmed. He will contact Health Visitor should any more Court action 
arise. Will keep in touch with grandmother.’ 

‘£60 in debt for furniture. Husband would like disablement pension in lump 
sum to clear. Payment refused. Is there any appeal? Husband referred to 
Coal Industries Social Welfare Organisation. Secretary’s name and telephone 
number given.’ 

‘Family in financial difficulties ; urged to seek advice from N.A.B.’ 
‘Unmarried mother with third child, Moral Welfare Worker again contacted.’ 


‘Mother pregnant ; no arrangements made for confinement. (After discussion.) 
Children’s Officer will visit and arrange for children to be boarded-out. _ 
‘Husband brutal and indifferent, drinks heavily. N.S.P.C.C. has visited as 
requested.’ 

‘Visit as promised last week ; difficult problem. Husband unable to control 
temper and of jealous nature; trouble arises after visiting his own family. 
Mrs. . . . very loyal to ‘husband. Probation Officer contacted at request of 
family.’ 

‘Mother and eldest child left father and two youngest children three days 
ago. Father off work looking after youngest child. Visit in a few days. 
Telephone Children’s Department.’ 

‘Increased rent; in receipt of National Assistance. Advised to apply for 
additional help from N.A.B. for rent. Telephone almoner regarding needs. 
T.B, after-care committee may help.’ 
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‘Child not eating ; cries easily ; appears to be unhappy at school just now ; 
being bullied by other children on way home from school. Will see teacher 
when next in school.’ 


‘Senile aged woman ; no friends ; very lonely. Contacted church visitor.’ ” 


Miss Eden considered that co-operation of a high order was not, however, 
the rule. She drew the tentative conclusions that decentralisation of responsi- 
bility helped Health Visitors to make their own contacts but that training 
could influence co-operation greatly. She noted that when the need for consul- 
tation was obvious—as in the case of “ problem families ”»—it was frequently 
recorded ; it did not always amount to a combined attack on the problem. 


205. Turning to the possibility of the family visitor of a “ general practi- 
tioner”’ type, Miss Eden set out the assumptions that such a worker, firstly, 
would be a visitor and adviser not a practical worker in the same sense as 
the home help or home nurse and secondly that the work would be home 
visiting not administration. While the visitor must have a working knowledge 
of all the social work field with which she dealt, she would need to know 
enough to decide whether a job was beyond her competence and to know 
to which expert to turn. While she would need to have a good idea of the 
rules governing the provision of services—she would assess conditions and 
recommend—she would not decide or administer regulations. There would 
be no theoretical objection to her employment on behalf of any department 
on this basis. The problem was approached by asking Health Visitors what 
other work they felt capable (or wishful) of taking on or in what direction 
they felt their own abilities needed strengthening. 


“We asked the Health Visitors in their group discussion to say what other 
work they would like to take over. Both groups were unanimous that they 
would not like to combine Health Visiting with either midwifery or district 
nursing. Most of the questions that we posed for group discussion were asked 
in order that we might see what grasp [the Health Visitors] had of the total 
field of social work. On the whole the impression gained was that such grasp 
was weak. Where they happened to have come across other workers who were 
co-operative, consultation followed naturally, but few of them seemed to 
ask themselves automatically in any situation, “Now who is the person to 
talk to about this? ’ 


“ Knowing when your own knowledge is inadequate requires pretty high 
standards. In the group discussions the Health Visitors showed a commend- 
able humility about the work done by most other workers but with one 
startling exception ; every one of them affirmed without hesitation that they 
could do the work of the children’s visitors. Yet an obvious blind spot in 
most Health Visitors is their ignorance of older children and especially of 
the problems of adolescence. There are good reasons why this should be 
so, and it is no discredit to the Health Visitors. Yet in reading the diaries 
through one is struck by the fact that whereas marital problems are frequently 
mentioned, hardly any of the Health Visitors seem to have been consulted 
about the older boys and girls. (One needs to bear in mind, that in the small 
families of today not many would have, at the same time, both an adolescent 
and a child under school age). 
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“But there is another qualification the family visitor needs to have, 
intangible, difficult to describe, even more difficult to legislate for; a wise 
understanding of human beings, a feeling for their sorrows and a tolerance 
for their failings, and an appreciation of the limits of her own power and 
usefulness. These qualities are to be found, over and over again, among 
Health Visitors. Some have spent half their working life in one district : 
they know their families intimately and have watched them grow up. To 
an original grace of personality they have added wisdom distilled from 
experience. Some of the youngest whom we interviewed give promise of 
becoming like them. Such people will always be valuable members of any 
profession, however good or bad their training may be.” | 


“The greatest strength of the Health Visitor, regarded as potentially this 
family visitor, this general practitioner in social work, is that she has a 
practical skill and knowledge which is available for everyone and which 
mothers of families respect and value. She is not just a ‘ professional 
interferer ’—she peddles wares which are in demand. This helps to remove 
the flavour of patronage which can easily spoil social work. Her greatest 
weakness, as revealed by these conversations, stems from the same origin as 
her strength. She is practical and competent, she can give straightforward 
answers to a large number of straightforward questions. This seems to lead 
her to feel that when things go wrong all that is needed to set them right 
is a little good advice. There seemed to us, among those with whom we 
talked, a somewhat naive faith in the efficacy of teaching.” 


206. Miss Eden continued that the difficulties of referral to the proper 
specialist were manifold. A very acute appreciation of the underlying situation 
would be needed to decide whether the family visitor should or should not 
refer a problem, or whether another worker should refer a problem to her 
rather than to a more specialised expert. Much might depend on experience 
and personality : 


“Part of the difficulty is that any specialist called in to give expert help 
in a particular case, is apt to find herself faced with a situation involving 
the whole family and not just one member of it. This was clear in Newcastle 
in the work of the two V.D. specialists. One had been specialising in the 
following up of V.D. contacts for several years, and she had retained both 
an admirable perspective on the wider needs of the family and a self-effacing 
tact in calling in the help of colleagues when necessary. She modestly asserted 
that she did her job ‘ purely from the health point of view’. In our view 
she was doing high-grade social case-work with wisdom, devotion and 
balance.” 


207. Discussing with Health Visitors the nature of their training Miss Eden 
noted that: 


“ When we asked them what sort of problems they felt least able to 
cope with, and where their training was inadequate, there was an almost 
unanimous agreement, that they did not know enough about human 
behaviour—they wanted ‘more psychology’, “more on child development’, 
“something to help us with marital problems’. (In this, of course, the Health 
Visitors are only like the rest of the human race. The point is that they 
are aware of their lack). 
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“ There was unanimity on the following points. 


(i) The initial hospital nurse’s training is indispensable. Their nursing 
qualification is the essential passport into people’s homes. As 
one of them said, ‘It gives the mothers confidence in you. They 
don’t mind asking you things if they know you’ve been a nurse’. 


(iit) The special Health Visitors’ training course is over-weighted on 
the side of anatomy and physiology. 


(iii) Much more stress should be given to the school side of the 
work ; there should be better teaching of child psychology, and 
some attention to psychiatry.” 


208. Additional Notes. Miss Eden also expressed personal views based on 
her whole experience of social welfare and student training which are of 
some interest. Her principal points were: 


(i) Any weakness in co-operation and lack of a bird’s-eye view of the 
social services could be remedied by efficient training. 


(ii) Over-valuation of the beneficial nature of advice and over-readiness 
to give it could be eradicated in training—not by formal lectures 
but by carefully supervised practical work. which would teach 
students to examine their own actions and translate their good 
will into appropriate action. Especially, good case-recording was 
more than a necessary evil, it was one of the surest ways of produc- 
ing good case-work. 


(iii) In one respect, nurse-training was a handicap. “The kind of per- 
sonal relationships made in a hospital are not typical of those in 
the world at large. The necessary obedience in technical matters 
of the young nurse to the sister can easily become a relationship 
of submission; and on the other hand a sick person is apt to be 
submissive to the nurse. The normal give and take between equals 
who respect each other may be almost lacking in the professional 
experience of a woman when she first takes up Health Visiting. 
Yet there should be just this kind of give and take between her 
and the responsible mother of the family.” 


(iv) The methods used in Health Visitor training courses tended to 
overlay the most important factor in learning—the emotional factor. 
Supplying students with a body of intellectual knowledge was not 
enough—and not effective if imparted by miscellaneous teachers 
not in touch with each other. The best results could be obtained— 
and the Health Visitors’ own demand for help in understanding 
human beings would best be satisfied—by establishing a permanent 
school which would give Health Visitors the comprehensive outlook 
they needed and enable them to enter into satisfactory student- 
teacher relationships. The school must not be isolated from other 
related studies. 


(v) It would benefit Health Visitors as a whole if the best among them 
could go on to further social studies—possibly a university diploma 
in social science—and help to leaven the main body with fresh 
ideas on the social side of their work. 
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GLASGOW AND AYRSHIRE 


209. Miss Paterson was at some pains to show that while she found in 
both areas happy departments with efficient services, in both of which staff 
worked hard and well, there were marked differences in the kind of service 
given, stemming partly from the actual environment and partly from policy. 


GLASGOW 


210. As regards Glasgow, Miss Paterson pointed out that a housing 
problem of exceptional difficulty was at the root of many social troubles, 
and had led to development along the lines of affording protection to the 
most vulnerable groups—mothers and children, tuberculous patients and 
families with insanitary habits. The public health department necessarily 
treated these groups separately and the possibility of a family service by 
one worker had not been seriously contemplated. 


211. Maternity and Child Welfare Group. Of 15 Health Visitors seen, 13 
had the professional qualification. A variety of reasons was given for taking 
up the work. Eight became interested in preventive work while student or 
trained nurses in hospital—but some had additional motives, such as a 
liking for work with mothers and babies or a dislike of hospital life. One 
returned to the work on being widowed; one had entered the service long 
before the war as a part-time worker. Three had taken up the work primarily 
because they had to live at home. 


212. Regarding their training, “it was obvious that the necessity for 
general training and midwifery had never been questioned, and that no 
doubts as to this form of training being the only real preparation for the 
work had ever arisen. Part II midwifery was thought to be essential for 
maternity and child welfare work ... no discordant voices were raised 
regarding the suitability of the Health Visitor training as a preparation for 
the work in hand. There were various comments worthy of note:—One 
Health Visitor said she regretted not knowing more of the social services 
now that she was working on the district. [Another] felt she had learnt 
a great deal from taking a course in parentcraft, especially about personality 
and family problems. [Another] while admitting the complete adequacy 
of the Glasgow course, felt it included too much information about ‘ anatomy 
and drains’. Three Health Visitors stressed especially the need for general 
hospital training, and one of them explained this by saying that the fully 
trained nurse is prepared by her training to make courteous and tolerant 
approach to the mothers. In addition, her experience of teaching junior 
nurses in hospital helps her to understand and have insight into the diffi- 
culties of inexperienced mothers, who resemble students in that they are 
undergoing a learning process.” 


213. In the main this group of staff were not essentially “family visitors ”; 
“the Health Visitor in this area confines her interest to giving advice to 
the mother about herself and the care of her children. One Health Visitor 
did remark that the father of the family should be brought into the picture, 
and gave an instance of the great benefits that resulted from this. References 
to contact with grandmothers and other relatives were seen, and exceptional 
circumstances, such as the presence of a tuberculous patient in the house 
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were given. On the whole, however, the impression was that the Health 
Visitor envisaged herself as primarily a supervisor of, and adviser on, the 
health of mothers and young children, rather than as a family adviser. 


214. “It would not be true to say that the content of the visit related 
solely to the health of mother and children, in the physical sense. Never- 
theless, what social problems were noted seem to have been seen as a 
result of contact with mother and child primarily, and could scarcely be 
said to have been appreciated because of a comprehensive approach to the 
family. In a great many cases the health of the mother was noted as a 
problem, for which advice had been given, and this was commented on 
frequently in interviews. In a minority of cases, child guidance problems 
were noted and were found to have been dealt with in some cases by 
advice, in others by referral. Marital problems were brought under discus- 
sion at interviews, but in most cases it was found that simple advice had 
been given, and no real solution, where any was possible, had been investi- 
gated. Advice about material needs such as bedding took the form of telling 
the mother which agency to contact, and rarely was contact made with the 
agency by the Health Visitor. It was felt that, with few exceptions, the Health 
Visitor saw her function as an adviser in family matters, as that of providing. 
a sympathetic audience to the mother, if she wished to obtain the emotional 
release of unburdening her troubles to an impartial witness.” 


215. Contacts within the Public Health Department were made as a 
rule when a specific problem demanded it and not as a matter of routine. 
Contacts with home nurses and midwives were fortuitous. There were 
limited contacts with outside agencies. Responsibility seemed to be regarded 
as completed when the referral had been made. As to relations with general 
practitioners, “it would probably be enough to say that both ‘attitude to’ 
and ‘contact with’ the general practitioner are conspicuous by their absence, 
especially the latter. On the other hand, there were many examples in the 
diaries of mothers being advised to consult the general practitioners about 
their own health problems. This did not lead on to any personal contact 
between the general practitioner and the Health Visitor; in many diaries 
advice given.to the mother to come to the clinic about her own health 
was recorded. Special comment on this matter was made by six of the 
Health Visitors. One Health Visitor, though having little contact with 
general practitioners, thought, with reservations, that it would be helpful 
if she had. Two Health Visitors shared this view without reservations. 
One Health Visitor knew that her local general practitioners had their own 
child welfare clinic, and thought they had no greater measure of success 
than she had. [Another] told the investigators that general practitioners in 
her district occasionally asked for a special visit to be made. [Another] 
felt very strongly that she would like to work with general practitioners 
and found that general practitioners in her district contacted her, The 
accepted view seemed to be that it would be impossible to work with the 
many general practitioners concerned in the district of one Health Visitor. 


216. “The question of fully combined duties, that is, with the home 
nursing and/or midwifery service, was raised by the investigators, but was 
ruled out of the discussion as impossible by all the Health Visitors, 
unless districts were made very small indeed, and, even with this proviso, 
as difficult and undesirable. This opinion appears to have arisen from a 
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feeling that curative and preventive work should not be mixed. The value 
of practical demonstration in district work was reluctantly admitted. The 
desirability of generalised duties with, for example, the tuberculosis Health 
Visitor, or sanitary nurse, was apparently a new point of view, at least 
to some of the Health Visitors. Feeling was definitely against it on the 
grounds that maternity and child welfare work would suffer, if tuberculosis 
or other visiting were undertaken”. There was generally no concern felt 
about two visitors being concerned with one family; it might well be 
that families thought differently. 


217. “ Further information was sought about the Health Visitors’ views on 
the adequacy of their training. Opinions expressed were that the course 
for the Health Visitors’ certificate contained too much instruction on anatomy, 
physiology, and sanitary legislation, and not enough about human problems. 
The teaching of relaxation exercises for expectant mothers should have 
been included.in the course to obviate the necessity for the introduction 
of a physiotherapist. 

218. “ This led on to discussion about the overlapping of duties in the 
health field; two Health Visitors felt that mothercraft should be taught 
by the Health Visitors as this would avoid the introduction of a worker 
who taught this and nothing else. There seemed to be a sharp division of 
opinion about generalised duties. One Health Visitor felt that there were 
‘too many people going into the home’. This was followed by a suggestion 
from another Health Visitor that the quality of the service given is not so 
good, if the workers are not specialists. Four Health Visitors replied 
that generalised duties would mean less overlapping and that mothers might 
discuss their problems more fully with one visitor. The further step of 
combined Health Visiting and home nursing and midwifery duties was 
felt to be impossible, in an urban area, and had obviously not been thought 
of as a practical proposition. 

219. “ The group was asked to state what in their opinion constituted 
the greatest problem in the work. All agreed that this was housing and that 
other problems arose mainly from bad housing conditions. The problem 
of many mothers, that of bringing up a family in very cramped conditions, 
was commented upon, together with the difficulty of teaching family health 
under these circumstances. 

220. “The last point taken up by the investigators was that of the 
difficulty in the actual approach to the mother at the visit. The general 
opinion was that too much detail was required for the records and that 
this made the Health Visitor’s task difficult and her reception uncertain ”’. 


221. Tuberculosis Group. Five Health Visitors were interviewed, four of 
whom had taken the Health Visitors’ certificate in order to do tuberculosis 
work, while the fifth had found the only vacancy was for this work and 
now fully accepted it. “ They all felt that full nurse training plus the Health 
Visitors’ certificate was an essential and satisfactory preparation for this 
type of work. Some doubts were expressed as to the adequacy of informa- 
tion given about welfare measures. One Health Visitor said she felt she 
had learnt a great deal as the result of a recent refresher course. 


222. “ The investigators felt that this type of work seemed to make it 
easier for the Health Visitor to have contact with the whole family, than 
for the maternity and child welfare Health Visitor, if only because of the 
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necessity of knowing who were the contacts of the patient. Mention of 
members of the family other than the patient who were seen at the visit, 
seemed to indicate that the visit was more in the nature of a Health Visitor- 
family contact than a Health Visitor-patient contact. For example, there 
were frequent instances of the mother of the patient being advised about 
her own health, and some of rehabilitation plans being made, or personal 
problems being discussed, in the case of the patient’s brothers and sisters. 
These Health Visitors seemed to be better aware of family circumstances 
than were their colleagues, family structure, housing, occupation and income 
being rather more fully described. There were numerous references in the 
diaries and in discussions to suggestions about rehabilitation problems, 
financial problems, and disturbed personal relationships within the family. 
The role of sympathetic listener was again evident. 


223. “Contacts were mainly the chest physicians at clinics, the sanitary 
inspector’s department, and the home help service. Frequent contact with 
the local authority laundry service was seen in the diaries. These Health 
Visitors have the power to assess the family’s needs for the use of this 
service On compassionate grounds and to recommend. Contact with other 
Health Visitors was made when a problem arose rather than as a matter 
of routine and again it was found that two Health Visitors could be 
involved with one family without contact between them being made. Contact 
with the home nursing service appeared to be largely fortuitous. Contact 
with family agencies outside the health service was not extensive during 
the week under review and again the advice was to a great extent that of 
telling the family which agency to make contact with about a specific 
problem. There seemed to be little direct contact with the general practitioner. 
Patients or members of their families were frequently advised to consult 
their general practitioners. Often, however, the chest physician was asked 
to undertake contact with the general practitioner, where the patient’s 
condition required that certain information should be conveyed to the doctor 
visiting regularly. Two Health Visitors said that they knew the general 
practitioners in their districts well and one of them remarked on the fact 
that in her district the general practitioners seemed to urge their patients 
to accept the help and advice of the Health Visitor. This she had discovered 
in the course of her visits. In her district, general practitioners often telephone 
the clinic to contact the Health Visitor and offer lifts in their cars to visits. 
On the question of overlapping with other workers, both within the public 
health department and extraneous to it ...an older Health Visitor felt 
that the present position of specialised visiting could not be rectified, but 
that newly-trained workers should be started on generalised duties. Another 
member of the group thought that, given the right conditions, one visitor 
for all Health Visiting duties in a district would be best. As to co-operation 
with other agencies such as the hospital almoner, the two younger Health 
Visitors felt that there was conflict in welfare plans when both almoner and 
Health Visitor were looking after the same patient. The older Health 
Visitor said that the work of the almoner and Health Visitor should be 

complementary ”’. 

224. School Health Service Group. “The work was confined to routine 
clinic duties, attendance on the school doctor, and the giving of remedial 
treatment for the ailments of school children. There was little evidence in 
the diaries of contact with parents except for explanation of treatment or 
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arrangements for it. Visits to the homes of children were usually made in 
order to contact defaulters from the school clinics. Some time was spent on 
lectures on hygiene, especially to children going to harvest camps. This work 
on the whole could not be regarded as a family service and the emphasis 
was on curative rather than preventive nursing duties ”. 


225. Sanitary Nurses. A feature of the Glasgow services were the sanitary 
nurses or housing inspectresses, twenty-five in number, who were seconded for 
work mainly with the housing department. None hold the Health Visitors’ 
certificate. The original idea it was understood was to pursue the Octavia 
Hill system of housing management, but without reference to rent collection. 
Good housekeeping was to be taught and families helped to make good 
use, according to their abilities, of the facilities provided for them by 
the local authority. Five sanitary nurses were included in the survey and 
four were interviewed. “ All had general training and considerable hospital 
experience, and one had been matron of a maternity hospital. She and one 
other nurse were widows and had taken up this form of work on the death 
of their respective husbands, having children at home. Part of the reason 
for taking up this form of work had been the possibility of doing it without 
further training being necessary. The necessity for full nursing training was 
specially mentioned by one visitor, who felt that the confidence that was 
vested in a trained nurse made the approach to health problems very easy. 
None of the nurses seemed to feel that the Health Visitors’ certificate was a 
prerequisite for the work. Whatever the motive for taking up the work 
originally may have been, all workers found great interest and satisfaction 
in it, and did not wish to change. 

226. “'There were manifold possibilities of contact with the whole family 
and part of the satisfaction expressed by the nurses in their work arose 
from this very point. Great interest in the family as such was expressed 
by all and there were references in all the diaries to the advice given on 
health problems to all members of the family. 

“The duties of these nurses seem to fall into three groups, (a) visits on 
behalf of the sanitary inspector’s department to families in the lowest grade 
of ‘new’ house, that is slum clearance houses, with a view to protecting the 
property of the local authority and to improve their standards sufficiently 
to become eligible for the next grade of ‘new’ house; (5) visits to elderly 
persons unable to maintain standards of cleanliness and living in insanitary 
conditions ; and (c) cleanliness inspections in schools in their districts, com- 
bined with follow up visits to the homes of children found at these inspec- 
tions to be dirty in person and/or clothing or infested with vermin. The 
sanitary nurses are perhaps in a fortunate position in that their visits are 
to the household under (a) and (b) (above) rather than to one age group 
or one patient in the household. This perhaps makes observation and appraisal 
of family circumstances easier. On the other hand the nurses, of whom two 
were housewives and mothers, and of whom all were mature women, may 
have had a deeper interest in family affairs than their younger single col- 
leagues in other departments of the work. All appeared to have a keen 
interest in and sympathy with elderly and crippled tenants, and with problem 
families. 

227. “Sanitary nurses are responsible to the sanitary inspector for the 
area, and to the divisional medical officer of the local authority. Contacts 
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with Health Visitors are made when a problem arises and not as a matter 
of routine. Little mention was made of contact with the home nursing ser- 
vice. Like the tuberculosis Health Visitors, sanitary nurses have power 
to recommend families for use of the compassionate laundry service. In 
school cleanliness inspections, contact is made with the headmaster, or senior 
woman teacher of the school. Little contact with outside agencies in other 
branches of their work was mentioned, except with the children’s depart- 
ment. There was virtually no contact with the general practitioner. The only 
contact seems to be at second hand, general practitioners referring elderly 
people in insanitary conditions to the sanitary inspector, who asks the 
sanitary nurse to visit. 


228. “No strong views were expressed on the desirability of combined 
duties, and it was not felt that overlapping with Health Visitors, home nursing 
service or other workers was a serious problem. 


229. “ These nurses gave the impression of acting very much on their own 
with remote supervision. This type of work with its necessary inspection of 
cleanliness in the home from an authoritative viewpoint could have been 
very uninteresting, but appeared, on the contrary, to be full of opportunities 
for the nurse to work as an independent agent in making welfare plans for 
the family ”. 

AYRSHIRE 


230. The report emphasised that Ayrshire was largely a rural county with 
two large towns and a few small burghs. Mining and agriculture were the 
important industries and there was some fishing. Housing was satisfactory 
on the whole. The people did not move often and a picture was presented 
of a permanently stable population with local family contacts not subject to 
the sophisticated influence of large cities. 


231. Of twenty nurses who kept diaries, nineteen were interviewed, of 
whom nine held the Health Visitors’ certificate. All were doing combined 
work ; all were registered general nurses, midwives and Queen’s nurses. All 
appeared to have chosen the work because of a liking for it,:though some 
special reasons were offered as well. All appeared to work with a fair measure 
of independence of supervision, without day to day contact with supervisors. 


232. “The nurses’ appreciation of family and social circumstances was 
very good on the whole with some notable exceptions. In some cases, appre- 
ciation of social circumstances was expressed in general rather than par- 
ticular terms, in the sense that views on social phenomena rather than on the 
problems of individual families were described to the investigators. The 
description of family circumstances by the nurse in the diary varied very 
much. In the case of 10 nurses (7 with the Health Visitors’ certificate and 3 
without it) descriptions were well made, with attention paid to family struc- 
ture. In the case of the remaining 9 nurses (2 with the Health Visitors’ 
certificate and 7 without it) description of family structure and circumstances 
was limited. 


233. “ Very few contacts with other agencies were recorded. This is prob- 
ably due to the fact that in a stable community where family ties are 
strong, there is not the same need for the introduction of help from outside 
the family circle in times of illness and trouble. The main contacts noted, 
or mentioned in interviews, were with school teachers, Children’s Officer, 
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home help service, and with the tuberculosis Health Visitor. A most happy 
relationship with the general practitioner seemed to exist in all districts. In 
some cases the general practitioner had his own ante-natal clinic at which 
the nurse assisted, in others the general practitioner had his own surgery 
in the local authority clinic. Close and friendly co-operation, with almost 
daily discussion of the work was evident, with very rare mention of friction. 


234. “There seemed to be some dissatisfaction at the number of hospital 
confinements, which in the opinion of the nurses, could well have taken place 
at home because housing conditions are in general satisfactory. Only one of 
the nurses who recorded their number of cases for us had a large load 
(72 per year). The rest ranged from 2 to 33 cases per year. Most of the nurses 
appeared to find this branch of the work interesting, and regretted being 
used largely as maternity nurses rather than as midwives. 


235. “The impression of the investigators was that whereas most nurses 
without the Health Visitors’ certificate felt their work in public health 
to be adequate, the more enlightened among them realised that this 
further course of study would enrich their work very much. Of those 
nurses who had undertaken this further course of study, almost all admitted 
that their vision was enlarged and their work was very much enriched by 
the additional knowledge and experience. 

236. “ Attitudes towards the question of combined duties were interesting 
to the investigators, who found the position could be summed up as follows : 

Nurses with a strong rai towards yume health (4 with 


certificate—1 without) . Bhs é 5 
Nurses with a strong isa to diseads nursing “(al with 
certificate—7 without) . we i 8 


Nurses apparently considering both dees as fairly Batial a 
with certificate—2 without) 


237. “It would appear that in the majority of cases the nurse feels 
reasonably able to do public health work without the course, but after 
taking it, sees the reasons behind some of the points of public health nursing 
that she appreciated only intuitively in the past. Some nurses appear to 
swerve from their allegiance to district nursing as a result of qualifying, but 
just as many considered the two duties to be complementary. Those who 
had the certificate seemed to be agreed that there was no need for public 
health work to suffer, if combined with general nursing duties, but that at 
certain times, public ie visits had to be postponed. 

238. “In the opinion of the investigators, as good a family service was 
given by the nurse without the qualification, for general needs, but, in 
appreciation of social problems and in recognition of the need for health 
education, the better qualified nurse seemed to be in a stronger position. 
The work seemed to be very well done, the comparatively uncomplicated 
needs of this largely rural community being very adequately met. That these 
needs could be provided for by nurses employed on combined duties without 
the Health Visitors’ certificate is a distinct possibility ; on the other hand 
there is no doubt that the less tangible but all important problems of the 
work are met with much greater insight by the nurse who is fully qualified 
to undertake all duties. The great variety of work experienced by nurses 
engaged on combined duties is apparently found to give considerable 
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interest and satisfaction, and almost all of those who had undertaken the 
special qualification were firm in their conviction that whereas the addi- 
tional knowledge had greatly influenced and improved the standard of the 
service they were able to give, they would not wish to forsake combined 
duties for specialised work in Health Visiting”. | 

239. Additional Notes. Miss Paterson considered separately the possi- 
bility of development of a family visitor service. In her view, as an almoner 
with institutional and community health service experience, there would be 
much to commend such a development. It would represent a considerable 
and valuable extension of the role of the Health Visitor, if the latter could 
undertake it. Many families within the orbit of no specialised social worker, 
might stand in great need of such a service. She thought it questionable 
whether this was yet possible in either Glasgow or Ayrshire. Such work 
demanded not only the development of a satisfactory relationship between 
the family and worker—as it were, on a basis of equality—but also complete 
awareness of and co-operation with all workers concerned with the family. 
In Glasgow, however, the necessity for concentration on vulnerable groups 
created a strong tendency to concentration on the client within the family 
rather than the family itself ; Health Visitors themselves could hardly avoid 
this. Again, the great urgency of dealing with neglect of health and the 
volume of work inevitably must tempt visitors to urge and direct their 
clients into healthy courses rather than persuade and co-operate. Two or 
more authoritative advisers concentrating, perhaps without co-ordination, 
on a family might well overlook less tangible problems that one worker 
standing to the family in a permanent suggestive relationship might readily 
discover. Another requisite of family service would be awareness of other 
agencies. This was also largely undeveloped. In Ayrshire, conditions were 
decidedly easier. The greater stability of the population must be a favourable 
factor. But the more important factor from the point of view of develop- 
ment was the existence of a basic comprehensive service in the form of 
combined duties work. Co-operation with other agencies would be com- 
paratively simple since they were few; the link to the agency that was a 
common factor in all families—the general practitioner—is already forged. 
At present, however, here too a really deep understanding of personal and 
social problems within the family or between the family and community 
rarely existed. Health Visitor training would be essential. The Queen’s 
Nurse training alone would not be enough. Finally, an even greater measure 
of independent activity must be possible to and properly used by the visitor 
who aspired to become a health and welfare adviser to the whole family. 


CARDIFF AND GLAMORGAN 


240. In Cardiff, service was reported to be given in six areas served by 
six main clinics. Health Visitors were based on clinics serving the area in 
which they worked but they had weekly meetings at headquarters. In 
Glamorgan, there were nine divisions each in the charge of a divisional 
medical officer. A divisional supervisor was responsible for Health Visitors 
in each division ; the service for the County was under the eye, of course, 
of the County Medical Officer and Superintendent Health Visitor. Some 
of the Health Visitors were based on the divisional offices, some on clinics, 
and some worked from their homes. In Cardiff, 16 Health Visitors of a 
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total of 52 staff kept diaries, including six engaged wholly or partly on 
specialist work. In Glamorgan, 14 Health Visitors kept diaries. All these 
were interviewed singly or in groups; in addition a group of divisional 
supervisors was seen. Miss Rees reported :— 


241. “ We found that in several cases our Health Visitors had first been 
attracted to this work when they were nursing patients in hospital and 
realised that much illness could be prevented. In other cases there was a 
reaction against what appeared to be the somewhat confined circumstances 
of a hospital and the desire for district work. In a few cases it was obviously 
the attraction of living at home, always a strong motive in Wales. All 
seemed satisfied with the Health Visiting course as a preparation and several 
mentioned as especially useful those parts relating to human behaviour and 
family and social relationships. But it was generally agreed that while formal 
training is a good preparation, one goes on learning the work ‘on the 
job’. All were emphatic that the general nurse training and the midwifery 
qualifications were essential, not only as the guarantee of professional know- 
ledge and skill, but as the basis of confidence in the ‘nurse’ as the family 
visitor, and of the reliance on her integrity. Several of those whom we 
interviewed mentioned the fact that the imparting of confidential information 
was often prefaced by the words ‘I can tell you, you are a nurse’. 


242. “ The primary purpose of the majority of the visits recorded in the 
diaries was maternity and child welfare. ‘The records showed that during 
the visits the Health Visitors not only advised what should be done but 
often demonstrated how to do it, e.g., bathing and dressing the baby, sterilising 
utensils, treating minor ailments, dealing with matters connected with 
feeding. We found in the interviews that the Health Visitors emphasised 
the importance of caring for the mother, since she was the one likely to 
be most affected by any disability in the family, and was often apt to neglect 
her own needs. The following are two examples from the diaries of practical 
help to the mother. The first is a visit made to a family at the request of 
the home help department. There were five children, four under school age. 
The Health Visitor had found the mother two weeks previously in need 
of medical attention; she had treated her, put her to bed, summoned the 
family doctor, and arranged for a home help to come immediately. After 
two weeks the mother discharged the home help because she could not 
afford to pay her. The father worked regularly but the mother said he did 
not help in the care of the children. The Health Visitor arranged for a 
part-time home help. She made an appointment for the mother to attend 
the family planning clinic, and was intending to see the father and to 
suggest that he should give more help with the children. In the second case 
the visit was made at the request of the family. The mother wanted to have 
her baby immunised and asked if this could be done by the mobile unit 
as she was too nervous to attend the immunisation clinic. The Health 
Visitor tried to find out why the mother was so nervous. The mother 
volunteered the information that she had previously attended the psychiatric 
clinic for one year, and still had attacks of extreme nervousness’ She said 
that her husband’s relations had been unkind to her since this baby’s 
birth, refusing to speak to her. [There were three older children, the youngest 
being 7 years of age.] She also said that she had had a prolapse for some 
time and had just refused a hospital bed because she was feeding the 
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baby: she was suffering a good deal of pain. The Health Visitor made 
arrangements for the mobile immunisation unit to call. She decided to see 
the mental health liaison Health Visitor about the mother’s past history. 
She urged the mother to attend the child welfare clinic on the housing estate 
in order to meet other mothers with young children. She arranged for the 
mother to see the woman doctor at the clinic about her own health. 


243. “We found other cases of maternity and child welfare visits where 
there were no problems about the mother and infants, but where the Health 
Visitor’s help was sought with regard to other children of school age, as 
in an example of a boy aged seven years who was at home ill when the 
Health Visitor made a routine visit to see his 3 year old sister. The boy 
was subject to bilious attacks. The mother said he had formerly attended 
the paediatric clinic and had received tablets. She said that the attacks were 
becoming more frequent and severe. The Health Visitor learnt that there 
was no family history of migraine: that the boy was happy in school and 
that he had a good appetite. The mother said that his vision was blurred 
at times: he could not always see the blackboard. The Health Visitor 
arranged another appointment at the paediatric clinic, and decided to test his 
vision at school. She said that she would arrange with the teacher for him 
to sit in front if possible. She advised the mother to contact the family 
doctor if necessary. 


244. “In both areas we found that the Health Visitor was a means of 
liaison between home and school and in the interviews we discussed this 
aspect of the work. The routine visits to schools in Cardiff afforded oppor- 
tunities for frequent contact, and we were told of requests to the Health 
Visitor to ‘explain to the teacher’ or a promise by her to ‘look at’ a 
boy or girl in school with some minor ailment or slight physical abnormality, 
for example, a Health Visitor was told by a mother that her boy, aged 
7 years, turned his toes in as he walked. The Health Visitor said that she 
would look at his shoes in school. Although the instances recorded dealt 
mainly with children in junior schools, there were a few examples of older 
boys and girls; one a case of a boy who had stolen money from a box at 
home and had also taken a fountain pen from school. The mother confided 
this to the Health Visitor, and asked her to see the teacher in school, and 
also said she would like the probation officer to call. This was arranged. 
In another case the mother told the Health Visitor that ‘ther daughter aged 
15 years, attending a secondary school had become resentful at home 
(apparently because her 17 year old sister had married and her husband 
had come to live in the family home) and had begun to stay out late at 
night. The Health Visitor saw the girl in school and discussed the matter 
with the head mistress who knew the circumstances, 


245. “ Whether the Health Visitor called primarily for ‘ maternity and child 
welfare ’ purposes or for some other purpose—as a specialist or as a general 
duties worker—we found that members of the family other than the client 
visited were frequently involved. For instance in our interview with a 
Health Visitor engaged part-time on the asthma survey we asked her whether 
in her visits to asthma patients she was consulted about other members 
of the family. She gave us some examples and we quote one in which 
she was consulted by or about every member. She visited the home of a 
child attending the asthma clinic in order to report on the home conditions 
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to the clinic doctor. She found the house to be damp and she sent a 
report to the sanitary inspector. She had a talk with the mother about 
the patient’s general health and the symptomatic treatment which had 
been prescribed at the clinic. The mother then asked her about whooping 
cough immunisation for a child aged four years and about treatment for 
warts for another child of school age. The mother also said she was troubled 
about her daughter aged 18 years who had a cold and cough; she had been 
under observation at the chest clinic though she was not a notified 
tuberculosis case. The mother wished her to go to the chest clinic again 
and the Health Visitor gave her the times of the clinic sessions. The father 
came home from work during the visit. He was a gastric patient who 
attended the gastric clinic, and he asked the Health Visitor for some 
information about diet. | 

246. “We also discussed the care of the family as a whole with other 
specialist Health Visitors. Those responsible for mental health and mental 
deficiency said that in the cases with which they dealt the other members 
of the family might suffer more than the patient with whom they were 
immediately concerned, and that their care was for the family as well 
as for the patient. We noted one case in the diary of the mental health 
liaison Health Visitor which had been referred to her by a Health Visitor 
doing generalised work in the district. It had been in the first place a 
maternity and child welfare visit. The baby was five months old. The 
mother, aged 47 years, was suffering from depression after the birth of her 
child. She had seven other children and during the last pregnancy they all 
had whooping-cough, and since her confinement three of them had had 
glandular fever. The baby had had bronchial pneumonia, and the mother 
herself had had influenza. There were financial difficulties: there was a 
sum owing to the City Treasurer for the last home help. National Assistance 
was not available but the Health Visitor referred the case to the Catholic 
Service Society which might help. The mother was also worried about 
the cost of the eldest boy now attending a grammar school. The Health 
Visitor obtained the appropriate form, helped the mother to complete it, 
and sent it to the education department with a covering letter requesting 
a clothing grant for the boy. She also arranged appointments for the mother 
for a post natal examination and for the baby to be vaccinated. 

247. ““ We have quoted these examples from the diaries to illustrate our 
clear impression that although the Health Visitors first visited a family 
for some specific purpose or to see one member of it, their work had 
grown to embrace the health of the family as a whole. Moreover, once 
confidence had been established they found themselves involved in other 
aspects of family life, some of which had a bearing on health such as 
relations between husband and wife, parents and children, grandparents 
and grandchildren (ofter now living in the same home). Difficult housing 
conditions and overcrowding caused strained relationships in the whole 
family, extending beyond the household visited. We found that such diffi- 
culties were often confided to Health Visitors in the hope that they could 
give practical help. This they were to some extent able to do, in co-operation 
with the housing department and the sanitary inspectors. 

248. “'We found that cases of long illness might involve families in 
financial worries and that in such cases the Health Visitor might approach 
the National Assistance Board about maximum allowances, advise on the 
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question of free meals for children at school, seek help from voluntary 
bodies (Family Welfare Association for temporary financial help and 
general care, Women’s Voluntary Services for clothing and ‘meals on 
wheels’ for old people). One Health Visitor, responsible for tuberculosis 
after-care, had approached the rating authority about payment of arrears 
of rates, and a furniture firm (threatening to reclaim the furniture) about 
easier hire-purchase payments, in order to relieve the anxiety of two of 
her families. 

249. “There were other cases in which the cause of unhappiness was 
emotional and where immediate and tangible help could not be given. In 
these the Health Visitor might be not more than a sympathetic listener. 
How far she could give comfort or advice in a delicate situation would 
appear to depend on personal qualities enriched by experience of life rather 
than on any professional skill. We could not, of course, assess the extent 
of her success in individual cases. 

250. “'We considered the Health Visiting service in both areas to be 
generally adequate to deal with the kind of problems described to us. 
Often, it was clear, very good work had been done. We found that the 
Health Visitor was often the link through whom the benefits of the 
statutory and voluntary welfare services were brought to the notice of 
the families she served. In Cardiff the co-operation between those engaged 
on specialist duties and those doing generalised work was good. We were 
much impressed by the quality of the specialist Health Visitors, and it 
would appear that the chance to do at least part-time specialist work had 
a stimulating effect on some of the abler Health Visitors. In the actual 
matter of visiting, their value was not only in their specialised knowledge 
but in the fact that they were able to give more time to individual cases 
and/or to visit more frequently than an area Health Visitor could hope 
to, do. 

251. “In Glamorgan there are geographical differences which considerably 
affect the manner of working of the Health Visitor. The method of co-opera- 
tion with other social workers and the extent of collaboration with the 
general practitioners varies considerably in the different divisions. In one 
fairly large compact area where the other services were housed in the 
same building and the Health Visitors were able to make direct contact, 
we thought the co-operation to be very good. In other districts where the 
Health Visitor was working in her home community and where she was 
personally known to the general practitioners and to other workers in 
local government there was happy and informal co-operation about some 
families. In some divisions [with more scattered areas] any necessary con- 
tacts must unavoidably be made through the divisional medical officer or the 
divisional supervisor: this appeared to be the most suitable or the only 
practicable method. The effectiveness of some of the work in Glamorgan, 
in the mining valleys for example, lies in the fact that the Health Visitors are 
working in their home communities, in full sympathy with local traditions. 
Some of them, though adequately equipped in the professional sense, have 
more limited experience of life outside their own neighbourhood, but this 
is counterbalanced by the fact that they are more readily accepted among 
their own people, and that they are doing the work of their choice in the 
place where they would choose to do it. We felt that these Health Visitors 
were enjoying their work and doing it competently. We received the 
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impression that the satisfaction in the work is greatest in those divisions 
where the greatest measure of initiative and independence is encouraged in 
the Health Visitor ”’. 

252. Additional Notes. In subsequent discussion with the Working Party 
Miss Rees stressed the importance of leaving the Health Visitor free to do 
her own work as a responsible worker, and of giving her the necessary 
facilities. Specialisation offered an incentive to better work. 

253. Her experience as a headmistress suggested that there was scope 
for recruitment direct from school, especially secondary modern schools. Too 
much importance should not be attached to formal educational qualifications 
at the expense of personal qualities; some developed their intellectual 
powers much later than others. 

254. She noted that Health Visitors thought their nurse training especially 
valuable in establishing relationships. She saw nothing to suggest an over- 
didactic approach or inability to ‘learn without asking’ in the course of 
their visits. | 


CHAPTER VII 


PRESENT AND FUTURE STUDENT HEALTH 
VISITORS —CHARACTERISTICS OF STUDENT 
HEALTH VISITORS 


255. To find out so far as possible what numbers and kinds of students 
are coming forward for training, we asked training centres to tell us how 
many had entered training (and their age distribution) during the period 
1949-50 to 1953-54 and to tell us in rather more detail something of 
the kind of students entering training in 1953-54. We asked them to exclude 
students from overseas who did not intend to practise in England, Wales 
or Scotland. The difficulties in compiling the return were considerable for 
many training centres and we are grateful for the time and trouble which 
they gave to the production of figures which despite some inconsistencies 
can generally be regarded as valid. The main figures are summarised in> 
the tables at Appendix VIII. 


Number and age distribution of Health Visitors entering training 

256. The tables show that over the five year period, 3,334 students 
entered training in Great Britain, an average of 667 every year. The 
average conceals, however, a sharp fall between 1949-50 and 1951-52 from 
774 to 632. Numbers have since fallen very slightly. 


The reasons for the fall in the number of students after 1951 are obscure. 
It may be that a relative improvement in the pay and conditions of 
hospital nurses and a tendency to lengthen courses had their influence. It 
may also be that the figures for earlier years were artificially high. In order 
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to prepare for their responsibilities in the National Health Service many 
authorities were anxious to have their existing unqualified staff trained. 
This source of students naturally fell away in due course. 


The present figure—623—falls short of the 10 per cent. replacement rate 
which the Standing Conference of Health Visitor Training Centres in 
England and Wales considered would be the safe minimum. In fact, however. 
the age distribution of the Health Visiting force is such that this percentage 
would be an over-estimate in the next few years; the effective pass rate 
of students entering the qualifying examination, either at their first or 
subsequent attempt, was so high that this number of entrants to training 
was sufficient to produce a slight increase in the total number of Health 
Visitors. 


257. The age group in which recruitment has mainly occurred has been 
the 25-35 year group. Almost the whole of the decrease has been felt in 
this group. The recruitment of younger and older age groups has been 
relatively constant—12 to 14 per cent. of recruits were under 25, mostly 
in their 24th year and 22 to 25 per cent. were over 35, mostly in the 
age group 35 to 40 years. Married and widowed students were distributed 
fairly uniformly among the older groups; the numbers of these students 
shows a slight tendency to rise, but in no year did they exceed 15 per cent. 
of the total. 


Qualifications of Health Visitor Students 


258. All students complied with the main alternative requirement(!) that 
they should be registered general or sick children’s nurses and should 
hold at least Part I of the Central Midwives Board’s certificate. Of those 
who entered in the last three years of the survey 75 per cent. held both 
parts of the midwifery qualification. This would be partly due to the fact 
that the first part alone does not qualify for practice as a domiciliary 
midwife and there is thus a strong incentive to complete training whether 
or not the student intends to practise. It was also clear that the possi- 
bilities of domiciliary social work only became apparent to many students 
during their domiciliary midwifery experience. 


259. Of the entrants in the last three years only some 35 per cent. had 
the school leaving certificate or some apparently equivalent qualification. 
In 1953-54, however, according to a more detailed survey, one centre was 
able to recruit such students for all its 39 places and the average for all 
centres was about 44 per cent. It has been suggested to us that the rising 
trend might continue and that this might be due to an improvement in the 
standard of student nurse recruitment following the difficult period of 
the war and immediate post-war years. It is noteworthy that two-thirds 
of the candidates who held a school certificate or its equivalent had also 
obtained the full midwifery qualification, and that 40 per cent. of midwives 
also held a school certificate. The proportion of Health Visitor students 
holding an educational certificate is higher than in the nurse trained 
population as a whole; this suggests what a review of nurse training figures 
also tends to bear out—that a higher proportion of better educated women 
complete further training than those who are less well educated. It may be 


(‘) There is no alternative method of entry in Scotland. 
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that so far as education is a criterion, Health Visiting is drawing to an 
increasing degree on the more able nursing and midwifery staff, whom 
their employers would most desire to retain. 


260. Reports on 615 students in training in 1953-54 showed that only 
32 had an educational qualification higher than the general certificate of 
education. About the same number had some other vocational or pro- 
fessional qualification that might be of value to them as Health Visitors. 
Others had trained for an additional part of the register of nurses or 
had some special nursing qualification or were on the roll of the Queen’s 
Institute of District Nursing. Information was obtained also about the 
nursing experience of these students. 152 had had experience of hospital 
work before taking nurse training, 176 had had hospital experience only, 
in nurse training and afterwards, before becoming Health Visitors; a 
further 11 had taken Health Visitor training immediately after completing 
nurse training or the first part of the midwifery examinations; 341 had 
public health experience after their hospital training before becoming Health 
Visitors (in 56 cases for a period of less than 6 months)—mostly it seemed 
as midwives or as clinic nurses waiting for a course vacancy. 


261. Reports were obtained about 468 of these students as to whether 
they had had any non-nursing experience. Of these it was known that 
158 had worked only as nurses either in hospitals or in the public health 
field. The remaining 310 had had a wide range of employment experience, 
including incidentally office and secretarial work (47 per cent.), domestic 
work (22 per cent.), shops and personal services of other kinds (15 per 
cent.), and others—including teaching, agricultural or veterinary work, social 
work and service with the armed forces—({33 per cent.); 17 per cent. had 
had experience in more than one of these categories. The work ranged from 
the highly skilled to the unskilled and employment of this kind had 
covered up to 15 years in some cases. 


262. Some information was obtained about the point at which the decision 
to take up Health Visiting was made by 529 students. Only 5 per cent. of 
these had reached this decision before they took up student nurse training, 
22 per cent. decided after a period of nursing in hospital and 61 per 
cent. chose after having had some experience outside hospitals. Clearly 
the hospitals themselves are not the main recruiting ground for Health 
Visitors; it may be that the revision of the syllabuses of the General 
Nursing Council may help to interest more students at an earlier stage. 
No attempt was made, in this simple form of questionnaire, to go very > 
deeply into the motives of students in taking up Health Visiting. Where a 
reason was given it was generally the desire to work with people in their 
homes rather than in hospitals or an attraction to social work, and par- 
ticularly Health Visiting, often through contact with Health Visitors or 
their work. The second reason was given by the few who entered nurse 
training with Health Visiting in mind and especially also by domiciliary 
midwives. It seems likely that the Health Visitor is her own best recruiting 


agent. 
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FUTURE STUDENT HEALTH VISITORS 


263. We gave some consideration to the possible educational level. of 
the future pool of Health Visitors assuming that they will require to be 
registered general nurses. For this purpose the General Nursing Council for 
England and Wales kindly made arrangements for an examination of a 
sample of their records, as at Ist January, 1955. The Council inaugurated 
an index of student nurses in 1947 including particulars of educational 
qualifications and this has been maintained since, the records being trans- 
ferred to the register on completion of training. No records of such 
qualifications are available before 1947. 


264. We were advised that the general characteristics of the nursing 
profession in Scotland would be likely to be the same. We did not, therefore, 
trouble the General Nursing Council for Scotland. 


265. First of all, a rough check was made on a selected sample of 
training schools of various sizes and in various areas to ensure that there 
was a high probability that educational qualifications would be entered 
on the records sent to the General Nursing Council. We were satisfied 
that transcription of records by the General Nursing Council itself to its 
index was complete. It might be expected that student nurses would not 
understate their qualifications when applying to training schools. It seems 
likely, therefore, that the final records in the index or the register are 
representative. 


266. Secondly, a check was made of a sample of one in twenty of all 
nurses whose names were entered on the register since 1947. A total of 
8,042 cards were examined, of which 6,220 related to nurses who entered 
training before 1947 or trained abroad. 


267. Of the balance of 1,822, 32 per cent. had the school certificate or 
qualified for matriculation. Of those now aged 21-24 years, 37 per cent. 
had these qualifications; the figures for those in the age group 25-29 years 
and 30-34 years were 29 per cent. and 22 per cent. respectively. These 
differences are regarded as statistically signiticant but it is problematical 
how far it can safely be assumed that they reflect differences of intellectual 
ability to benefit from academic training ; older nurses may have had less 
desire or need to obtain these qualifications. Furthermore, the figures may 
be influenced by the fact that the period covered was one of peak recruit- 
ment when lower selection standards may well have been set. It is probably 
not unreasonable to assume that some 30 per cent. of registered general 
nurses within the field of recruitment during the next five years will be 
of such a standard that they could have passed the former school certificate 
or matriculation examinations. 


268. Thirdly, an analysis was made of one in twenty of the records of 
nurses on the index of student nurses. This survey deals with future nurses 
who may be entering into Health Visitor training in five or six years’ time 
(assuming that no effective action is taken to lower the normal age of 
entry to Health Visitor training). A total of 3,233 cards were examined 
and: particulars taken from 2,160 cards excluding 63 nurses training for 
the general part, 742 who entered before 1952 and withdrew from training 
and 268 who had entered for training before 1952 but who could not be 
allocated from the records to a particular year. 
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From the cards used, covering students (excluding nurses already on some 
part of the register) who entered into training during 1952-1954 inclusive, 
1,656 students were still in training and 514 had withdrawn at some stage. 
Of those in training 586 (35 per cent.) had either the general certificate of 
education, school certificate or matriculation and the rest had no qualifica- 
tions. Of those who withdrew 107 (21 per cent.) had such an educational 
qualification. The information obtained from the cards indicated that failure 
to complete nurse-training was more common among students without some 
recorded educationa! qualification than among the educationally qualified. 


269. The replacement of the school certificate by a general certificate 
of education makes almost impossible a comparison of the academic attain- 
ments of holders of one with those of holders of the other. This means that 
a direct comparison cannot be made between registered nurses and student 
nurses, or between student nurses who entered training in the different 
years. This is so because the general certificate of education can be taken 
in any number of subjects and because the pass mark in the examination 
is somewhat higher than the pass mark for school certificate. We do know, 
however, that holders of either of these qualifications were, in the great 
majority of cases, educated at secondary schools of the present day grammar 
school type, and that in the case of the general certificate of education thev 
have stayed at school at least until they reached 16 years of age. 


Since a general certificate of education can be awarded in one subject only, 
it is reasonable to assume that a greater proportion of school leavers 
aged 16 and over (and hence of student nurses) will hold a general certificate 
of education in the future, than held a school certificate in the past. This 
is borne out by the analysis of the index. Over the three years for which 
the educational qualifications of students entering nurse training ‘were 
examined, the proportion of all student nurses who appeared to hold an 
educational certificate increased, and at the same time the proportion of 
general certificates of education in the total of educational certificates held 
also increased. 


270. It seems likely that in the future, assuming no change either in 
the school leaving age or in the age at which a pupil may sit for the general 
certificate of education, some 40 to 45 per cent. of student nurses will hold 
a general certificate of education. Not all pupils who have been educated 
to the age of 16 will hold a general certificate of education, although we 
are told most sit for the examination, and it is therefore reasonable to make 
some allowance, say an additional 5 per cent., for student nurses who have 
been educated at least to the age of 16, but who do not hold a formal . 
educational qualification. This means that in future we can expect that. 
some 45 to 50 per cent. of student nurses will have been educated at least 
to the age of 16, and that the majority of these will hold a general certificate 
of education. 
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CHAPTER VIII 


OUTLINE OF THE PRESENT ARRANGEMENTS 
FOR TRAINING HEALTH VISITORS 


271. A full account of all aspects of the arrangements for training 
Health Visitors would make a lengthy document. We intend here to set out 
only the facts most relevant to our study. 


272. There are separate though similar arrangements for England and 
Wales and for Scotland. In England and Wales, as we have noted, since 
1948 all Health Visitors engaged by local health authorities are required by 
Regulations to have the prescribed qualifications, though the Minister of 
Health may dispense with this requirement. Tuberculosis visitors are required 
to be Health Visitors, or to be State Registered Nurses on the general 
part of the Register with at least three months’ experience at a sanatorium, 
hospital or dispensary for the treatment of tuberculosis. Such Regulations 
~ have not been thought necessary in Scotland. The Minister of Education 
has, however, made Regulations covering England and ‘Wales only which 
require nurses engaged after Ist April, 1945, for the School Health Services 
to be Health Visitors, if this is possible, and except in the case of those 
“employed solely in a school clinic, or on duties of a specialist character ”’. 


THE EXAMINING BODIES 


273. In England and Wales, the body controlling the examination of 
Health Visitors has been since 1925 the Royal Sanitary Institute (now the 
Royal Society for the Promotion of Health), This body has a wide field of 
interest and has responsibilities in connection with other professional train- 
ings, notably that of the sanitary inspectors. The Society is responsible for 
the setting of papers, all arrangements for examinations and the issue 
of the certificate referred to in the Minister of Health’s Regulations. The 
Society is consulted by the Minister about the approval of courses of training. 
Its functions are exercised through a Training and Examination Committee, 
composed of 15 members of the Council, 3 representatives of Government 
departments, 8 representatives of training centres and 2 of Health Visitors’ 
organisations. A sub-committee is responsible for setting examination papers. 
A panel of examiners is maintained, mainly composed of medical officers 
of health, maternity and child welfare medical officers together with senior 
Health Visitors and Health Visitor tutors. Separate papers are set for 
every examination. Questions are drawn from a pool formed from suggestions 
from the panel. 


The arrangements for the examinations have recently been revised. The 
written part is taken by the student at the training centre. Examiners 
mark papers at home and markings are standardised at a meeting before 
the oral examinations, which are held at a convenient centre for the purpose. 
Examiners work in teams of three—a medical officer of health, a maternity 
and child welfare officer and a Health Visitor. They mark the papers 
of about 12 candidates between them and examine the same candidates 
orally in the course of a morning. They have with them the course tutor’s 
report on each student. Ten examinations will be held each year, as 
hitherto, which previously unsuccessful students may also take. 
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274. In Scotland, the arrangements are slightly different. The Royal 
Sanitary Association has been the central body responsible for the examina- 
tion and certification of Health Visitors since 1932. Arrangements for the 
examinations are made by a sub-committee which includes University 
representatives as well as medical officers and Health Visitors. Examiners 
work in pairs—a medical officer or University representative and a Health 
Visitor. Each pair examines 8 to 10 students, the oral examination being 
held in the afternoon of the day in which the written examination is com- 
pleted. One examination is held annually at one of two centres, with one 
“re-sit’’ examination if necessary. 

275. The pass rate in both countries is extremely high, in the sense 
that almost all candidates who are prepared to persist in their attempts to 
pass the examination eventually succeed. In England and Wales for example 
only about 80 per cent. of candidates pass at any particular examination 
and some 85 per cent. succeed at the first attempt; but the percentage of 
students who are successful ultimately, however, amounts to some 97 per 
cent. of all entrants. 


COURSES OF TRAINING 


276. Courses are approved in England and Wales by the Minister of 
Health and in Scotland by the Secretary of State in consultation with the 
examining bodies. Courses are provided at 26 centres in Great Britain, 
three being in Scotland and one in Wales. At one centre three courses 
start each year but at most centres only one course is held annually. 


The minimum length of a course is 6 months; the majority of the 26 
centres however, provide courses of 9 months’ duration and only five courses 
in England and the three courses in Scotland are shorter than 9 months. 
One course lasts 10 months and one 12 months. The number of training 
places available is about 800—but as Chapter VII indicates this number 
has not been taken up for some years. 


277. The organisation of centres is not usually the sole responsibility of 
one body but in most cases the local health authority is the dominant 
partner. In twelve centres, courses are run by the local authority or authori- 
ties in association with a University. The latter in many cases acts as general 
adviser and supplies lecturers and sometimes accommodation. In some cases, 
however, responsibility rests wholly with the University or the University is 
the dominant partner in joint arrangements. At nine other centres, courses 
are held at technical colleges. One of these—Battersea Polytechnic—pro- . 
vides a course independently of employing authorities or professional bodies. 
At two other technical colleges, courses are run by the local education 
authority ; at three by the local health authority; at another, jointly by 
health and education authorities; and at two the sponsoring body is the 
Queen’s Institute of District Nursing. At the remaining five centres courses 
are wholly the responsibility of the Royal College of Nursing ne) and. 
local health authorities (four). 


278. Arrangements for the selection of student Health Visitors are varied 
and to some extent depend on the arrangements for the organisation of 
training. In some cases where a University is largely responsible for organi- 
sation, selection may also rest entirely with them—after “ pre-selection”’ by 
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local authorities of candidates whom they are prepared to sponsor. In others, 
the University or other training body may accept all students put forward 
by local authorities as sponsored students. This method of selection, which 
does not permit adequate comparisons to be made, and which. may be 
influenced by a serious shortage of trained staff, is subject to some criticism 
from training centres. In some cases selection is carried out jointly by the 
training institution and local authorities who wish to sponsor students. 


THE STANDING CONFERENCE OF HEALTH VISITOR TRAINING CENTRES 
APPROVED BY THE MINISTER OF HEALTH 


279. The Conference includes representatives of all Health Visitor train-. 
ing centres in Great Britain except one. Each training centre has two repre- 
sentatives, one of whom is usually the medical officer or education officer 
in general charge of the course and the other the Health Visitor tutor or 
sometimes the Superintendent Health Visitor. The Conference concerns itself 
with all matters affecting the training of Health Visitors, including the 
selection of students, the syllabus of lectures, arrangements for practical 
work, the conduct of examinations and organisation generally. It nominates 
training centre representatives to the Training and Examination Committee 
of the Royal Society for the Promotion of Health. The Conference meets 
regularly in London and takes a lively interest in all matters affecting the 
work of Health Visitors and is concerned that the training courses should 
be adapted and revised to meet the needs of intending Health Visitors, as 
these needs change with developments in the public health field. Originally 
constituted as a temporary measure to facilitate the re-organisation of Health 
Visitor training after the last war, the Conference has in fact become a 
permanent feature of training organisation. 


THE FINANCE OF TRAINING 


280. Exchequer assistance towards the cost of training centres is provided 
in more than one way. In England and Wales, grants are paid by the 
Ministry of Health to training centres towards the cost of tuition, to reduce 
the fees payable by the students. The grants amount to £15 per student 
for a course of less than 9 months and £25 for longer courses. Any expendi- 
ture incurred by local health authorities in connection with a training centre 
ranks for Exchequer grant under the National Health Service Acts both in 
England and Wales and in Scotland (where all centres are wholly a local 
health authority responsibility). The Ministry of Education also contributes 
to the cost of training by way of grants to local education authorities on 
expenditure on technical colleges, some of which take part in the training 
of Health Visitors, and on further education awards to Health Visitor 
students and partly by way of a grant to the Royal College of Nursing for 
its educational courses generally. By far the larger part of Exchequer expendi- 
ture on Health Visitor training is met by the National Health Service, 
however. 

281. Local authorities play a large part in the financing of Health Visitor 
training. In addition to co-operating in the organisation and financing of 
training centres, they also assist individual students to attend a training 
course. Information about assisted training schemes was requested in the 


98 REPORT OF A WORKING PARTY ON HEALTH VISITING 


Working Party’s survey of all local authorities in Great Britain. Of 195 
authorities who provided information on this subject, 148 had schemes and 
had between them assisted 2,781 Health Visitors during the five years 1949 
to 1953. The total number of students entering Health Visitor training 
during this period was 3,354. Details of 151 schemes were provided ; three 
authorities had more than one scheme. Two thirds of the schemes provided 
for the payment of a salary to the student, the remainder for a fixed grant 
to cover maintenance. The salary paid varied between less than £150 per 
annum to £420 per annum—the latter being the minimum salary of the 
qualified Health Visitor at the time of the survey. By far the majority 
of the schemes provided for a salary of between £200 and £315 per annum, 
and the most common arrangement (66 schemes) was a salary of £315 per 
annum or three-quarters of the Health Visitors minimum salary—an arrange- 
ment recommended by the Minister of Health before the war.() In a few 
cases the salary covered the first year of the Health Visitor's employment, 
including the period of training; thus after qualifying the Health Visitor 
would be expected to work for a short period at less than the negotiated 
salary rate. This is a survival of an arrangement also officially approved 
in earlier times,(‘) under which, part of the financial assistance provided 
during training would be in effect an advance of salary. Where maintenance 
allowances were paid to students they varied from less than £100 to over. 
£300. The most common arrangements were an allowance of £100 to £200 for 
a 6 month course and £150 to £250 for a 9 month’s course ; but some of the 
smallest allowances were given in respect of the longer courses. 


Nearly two thirds of local authority schemes were Known to provide 
for payment of tuition fees, and in one third examination fees were paid for 
the first attempt. Some other assistance was sometimes given, for example, 
travelling expenses whilst doing practical work, uniform allowance or a 
book grant. 


282. The majority of these schemes were organised and financed by 
health departments, the cost incurred ranking for grant under the National 
Health Service Acts, in the same way as net expenditure on training. In 
a few cases responsibility lay with the education department, or the two 
departments jointly. On the whole, the schemes organised by health depart- 
ments provided for more generous financial assistance than those organised 
by education departments. Grants from education departments were usually 
on much the same lines as that department’s normal further education 
grants. 


283. There are other sources of financial assistance to intending Health 
Visitors, but very few students were helped by them. For example, the 
British ‘Red Cross Society provide a few scholarships which are available 
to nurses to take the Health Visitors’ training course. In Scotland, the 
Queen’s Institute of District Nursing provides financial assistance for up 
to twenty-four Queen’s Nurses each year to undertake Health Visitor 
training. For twenty of these nurses, this assistance is provided out of funds. 
largely subscribed for the purpose of training nurses in the domiciliary 
services by local authorities in Scotland, who are therefore, indirectly, 
financing the training of these students.(?). 


(‘) Circular 879; Health Visitors; 28th March, 1928. 


(*) Few Scottish authorities make direct provision for assistance; scales of assistance are 
generally low. 


Part II. Review and Recommendations 


CHAPTER IX 
A GENERAL REVIEW OF THE PROBLEM 


284. We have examined relevant opinion fairly exhaustively, testing its 
validity against local experience. We have collected what statistical information 
could usefully be assembled in the time available. Before proceeding to our 
conclusions it may be useful to take stock of the main factors as we now 
see them and to re-state the problems on which our advice is asked. It is 
necessary at the outset to point out the limitations. We must, for example, 
write in terms of generalities while recognising that the wide variations likely 
to occur in local circumstances, in resources in staff of various kinds and in 
individual ability will make a literal application of principles temporarily 
undesirable or impracticable in some areas. It is also necessary to emphasise 
that our Terms of Reference confine us to the consideration of the Health 
Visitors’ role in the health services and we have not, therefore, considered 
the possibilities of service beyond that field other than by way of co-operation. 
It is impossible, moreover, to foresee how, in fact, health and related 
services will develop or what new needs will arise, calling perhaps inevitably 
for new methods of working or new types of worker. Our recommendations 
must, however, be forward looking and not entirely based on past experience. 
Having briefly examined that experience we shall need to consider what 
changes can reasonably be expected. 


285. Health Visiting emerged in the first decades of this century from 
the activities of a variety of public health workers as specialised health 
education directed to mothers and young children in their own homes. 
Having its origins in voluntary effort, it is now almost exclusively a public 
service. Its object has been primarily to persuade, guide, advise, direct 
mothers in ways of health and it undoubtedly has had great success. The 
same kind of need for health education has been manifest in the schools and 
school nurses who undertake such work are expected to be qualified Health 
Visitors. In these, the main fields of employment, the Health Visitor is 
primarily concerned with the healthy and her object is to preserve health 
and watch for early signs of departure from the normal; she visits her 
families at intervals and is not associated necessarily with crisis. Health 
Visitors also have, however, responsibilities in relation to communicable 
diseases generally, and in particular for the tuberculosis visiting service. 
Here they are concerned with the situation produced by an illness; they 
come on the scene when help is required and leave it when help is no longer 
needed. In addition, a small proportion of all Health Visitors act, in country 
areas—especially in Scotland—as nurses and midwives, or, more accurately, 
the latter act as Health Visitors. Though the Health Visiting functions of 
such workers are fairly distinct, their relationships with clients and 
colleagues are also rather different from those of the full-time Health Visitor. 
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No objective study of the relative effectiveness of these varying types of 
workers has been made, and it would present great difficulties. Policy is 
determined by local opinion and experience. 


286. A general improvement in the physical health of the population, and 
especially in the health of mothers and children, must necessarily affect 
the Health Visitor in her role as health educator. It would be claimed by 
some that the need for attention to the healthy has diminished. The work 
is affected in another way. Mothers with their children now have the oppor- 
tunity for free consultation with a family doctor. It may be expected that 
doctors will be increasingly concerned with child welfare and that the 
Health Visitor will necessarily be associated with them. 


287. Besides being a health educator, the Health Visitor has always 
obviously been faced with the necessity for giving social advice and taking 
social action to make effective the health education that is her primary 
concern. Dirt, squalor, neglect and illness can hardly be remedied by education 
only ; the Health Visitor has always had to “ pitch in” and find some way 
of helping clients to better material standards. The Health Visitor has 
always, however, been expected to carry a large case-load and much of her 
work is concerned with people not in social need. Except in times of crisis, 
it can be assumed that social action could only have been secondary to her 
main task. The war and the period of reconstruction have been times of 
great social change. Social welfare legislation has created or developed 
services which offer increasing opportunities of service to a variety of social 
workers. We can safely assume that the social aspects of Health Visitors’ 
work have reflected the new situation. Our studies—limited as they were— 
suggest strongly that the purely social element in visiting for health purposes 
has increased and is larger than many suppose. It still does not, however, 
constitute more than an incidental aspect of the main purpose; Health 
Visitors go to their clients for health education purposes, not primarily 
to remedy social difficulties. Social welfare as a whole is highly complex 
and many branches of it call for expert knowledge. Even if this were not 
so, the shortage of Health Visitors, concentration on the purpose of health 
education and the great variety of problems thrown up by the Health 
Visitor’s peculiarly extensive clientele would have prevented much more 
from being done. In the event, other and “non-medical” workers have been 
developed or created to do this work, which may arise both with families 
where there are mothers and children and with other families. These 
workers are usually specialised in the sense that they are concerned with 
one aspect of service or one relatively limited class of clientele in need, but 
they may be non-specialised in the sense that they may organise for their 
limited clientele a very wide range of services and facilities. They thus 
contrast with the Health Visitor, with her fairly narrow main purpose 
directed to a very wide and actively visited clientele not necessarily in obvious 
social or economic need. 

288. The nature of the problems which face all concerned with medico- 
social problems seems also to be affected by marked improvements in material 
conditions. Problems overlaid while material improvement was of first 
urgency are now thrown into relief. The general raising of standards, for 
example, makes embarrassingly obvious the relatively few incompetent 
families whose chronic inability to achieve the mintmum standards now set 
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by their neighbours has earned them the title of “ problem families ”. These 
unfortunate families may well be, however, merely the most obvious sign of 
the social ill-health that many think is endemic in a modern industrial 
society. Physical and mental ill-health and cultural and social patterns are 
all involved and the part played by each factor cannot clearly be seen. There 
is no sign of a comprehensive diagnosis, to say nothing of a cure, and 
perhaps to hope for one is too optimistic. All that can be attempted, at 
present, is to deal with breakdown as it occurs and to seek to avoid break- 
down by early observation and preventive action. Not only humanity but 
economy makes the attempt desirable. Much physical illness and mal- 
development can, for example, be prevented by timely advice and help; 
the social and economic effects of illness can be mitigated; the parents 
who cannot manage, the aged and handicapped who are losing their ability 
to manage, can be supported if helped in time. It is widely held that much 
mental illness has its roots in social conditions generally and especially in 
faulty relationships within the small socially isolated family unit. The 
emphasis naturally lies on family welfare in a wide sense, with the mother 
and growing children, as the most vulnerable group, in greatest need of 
protection. Both clinicians and sociologists clearly have their part to play. 


289. If a comprehensive approach is as yet impossible, it is at least 
desirable that fragmentary approaches should be co-ordinated. The “ problem 
family’ attracts many social agencies and the need for a planned approach 
in this case is obvious and is heavily underlined in Government circulars. 
It is, however, only a special case of what may well happen to a lesser 
degree in less spectacular cases of need with equal possibilities of frustrated 
effort and of confusion for the family. There is a wide-spread demand 
for a more rational ordering of visitation of families for health and welfare 
purposes generally and it is often suggested that as much as possible should 
be done by an “all-purpose” visitor. The practical objections to any 
proposal for an omnicompetent visitor are, of course, insuperable. No single 
worker can command the range of knowledge and ability required to 
observe, diagnose and provide a remedy for all medical and social problems 
of families in modern conditions. There may well be possibilities, however, 
in a limited approach. Much might be done towards reducing the number 
of visitors to the home and co-ordinating family welfare, if one worker with 
a well recognised function useful to a wide range of families at risk could 
act as a “common factor” in various medical and social teams that are 
dealing with a part of the total social problem. Such a worker could act as 
a “case finder” and rapporteur, given sufficient knowledge to recognise 
and describe the situation that calls for the services of other experts and 
to co-operate with and support their work. The Health Visitor naturally 
needs to be considered in this connection since she might fulfil a. number 
of the requirements. 

290. A wide variety of opinions about the future of Health Visiting have 
been expressed to us. It is fair to say that those with a medical background 
and those with a social science background have been in opposite camps. 
There is some common ground between them however. It is fairly generally 
agreed that the field work of Health Visitors should be among families 
where there are mothers with young children and that their main function 
should still be health education. This should be concerned with not only 
physical but also mental hygiene and should take account of family circum- 
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stances as a whole, so far as they can be ascertained. Equally it is agreed 
that health education should or could extend to such classes as the school- 
child, the tuberculous, the aged and chronic sick. In carrying out a health 
education function the Health Visitor would overlap other workers only in 
the sense that she was concerned with the same families. Disagreement begins 
with consideration of the social aspects of her work. Witnesses whose back- 
ground was medical in character were advocates of the Health Visitor as a 
general family social worker. They thought she had special advantages because 
of her “health”? background, since there were health aspects to so many 
cases and because of her wide field of visiting for a generally acceptable 
purpose. Witnesses from the social science group were inclined to accept 
the possibility of a general family visitor (while pointing out the practical 
difficulties), but they doubted for a number of reasons whether the Health 
Visitor was suitable for the role or whether it was wise to distract her from 
her valuable task of health education by making her more of a social worker. 
Wide as it was, her field of visiting for her present purposes covered only 
perhaps one quarter of all families at any one time; to cover more she must 
give up some work. The general family visitor would, they thought, need 
a social worker’s training not less intensive than social workers received— 
much longer than the Health Visitor’s own public health course. Case-work 
functions were beyond the competence of those without proper preparation 
for them. They were too time-consuming to be shared with other functions 
and required an entirely different approach and work load from that of a 
routine visitor. 

291. 'We shall have these views in mind in considering the field in which 
Health Visitors should work in future and what limitations must, of practical 
necessity, be put on that field. We should, however, also consider what 
additional functions may be added, to take the fullest advantage of a wide 
range of visiting. Even now the Health Visitor is in no sense an exclusive 
visitor. Many other workers, notably the general practitioner, have a close 
interest in the same subjects. As we have noted elsewhere, moreover, another 
Working Party() has already begun to consider the role and the training 
of social workers in much the same field that the Health Visitor will occupy. 
We shall, therefore, find it necessary to consider her relationship with other 
workers, avoiding however rigid lines of demarcation which seem singularly 
inappropriate to family welfare. We shall need to review in general terms 
the training required leaving it to the appropriate training body, however, 
to work out details that may well need to be constantly reviewed to meet 
changing circumstances. We have noted that many think the training and 
experience required as a whole is unbalanced and the public health part 
of it too short, too formal and too cramped. We shall need to look at 
conditions of service generally. 

292. Recruitment, training and field of work, are, however, interdependent. 
We shall bear in mind, throughout our recommendations about the Health 
Visitor’s work, the numbers of staff of a given quality that might be attracted 
by reasonably good conditions of service to the profession and the kind of 
training that could suitably be given to them. 





(‘) Younghusband Committee. 


III. REVIEW AND RECOMMENDATIONS 103 


CHAPTER X 


THE FIELD OF WORK AND FUNCTIONS OF 
“HEALTH VISITORS 


293. One of the dangers facing Health Visiting is its very utility. Health 
Visitors are “willing horses” and it is clear to us that some of them 
are set to a remarkable variety of tasks. There is an obvious risk of over- 
loading, of creating jacks-of-all-trades who are masters of none. Field of 
work and function must be considered together ; if the field is too wide or 
the functions too diverse and demanding, the future Health Visitor will be 
ineffective. We have referred to her as health educator and social adviser and 
we think that whatever the field, health education and social advice should 
be her principal functions; any additional work should be incidental to 
these. Both these terms are wide and in need of some clarification. Both 
are functions in the most general sense common to all workers concerned 
with patients and other clients and their families. They are closely inter- 
related. Health education by Health Visitors we shall consider primarily 
as practical advice to members of families in their homes (and elsewhere) 
on their personal health, including demonstrations of, methods of carrying out 
the advice. Secondarily, for those with special aptitude, we should think of 
health education as including the use of a wide range of media for teaching 
sound principles to a wider public or in schools. “‘ Social advice ” includes any 
social action taken to enable the client to follow the health advice given— 
usually direct practical advice on family management but often advice to 
turn to others when more help is needed. It must also include, however, 
advice on matters brought to notice that have superficially little or no 
bearing on the immediate question of personal and environmental health. 
It would be clearly wrong that an obvious difficulty should be ignored 
merely because the visitor was not directly concerned. On the other hand 
social action is, in general, limited to advice to the client, referral of the 
case to another worker or a recommendation that a service should be 
provided. Two general conditions attach to these functions. Although the 
visitor is concerned primarily with an individual, it is clearly right that she 
should take into account all the facts available to her that affect the nature 
of the advice given. She must, therefore, take account of the unit—the family 
—of which the individual forms a part, and not only of physical but of 
psychological and social factors. Secondly, her activities must be limited 
by the necessary functions of others (who will have equal respect for hers). 
At present the Health Visitor is exercising these functions mainly in relation 
to mothers and young children, schoolchildren and the tuberculous. It is 
for consideration in the first place whether it is desirable that she should 
continue to do so to the same extent. 


Mothers and Young Children 


294. There has been a dramatic decline in the maternal and child mortality 
rates in recent years. Many factors have contributed to this but Health 
Visitors have played a notable part in the work not only directly with the 
present-day mothers but indirectly through the influence of by-gone Health 
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Visitors on the mothers of earlier days. To some it seems questionable 
whether the Health Visitor has still so important a part to play. The battle, 
they would claim, is already more than half won and it is doubtful whether 
health education alone can have much further effect or whether the social 
advice directly associated with it is needed by so many. In any case, they 
would add, other forms of education now exist; influential features appear 
in the Press and weekly periodicals, on the cinema screen and on the radio 
from which mothers can get good advice. It would be well, on this view, 
to redeploy Health Visitors on more urgent tasks or concentrate them on 
cases of greatest need. Recent official circulars urge concentration on the 
prevention of breakdown in potential problem families. 


295. There is force in the arguments for redeployment, but there are other 
considerations. Maternal and infant mortality can be regarded as low only 
in relation to its black history—there is room for much improvement. There 
are still areas with figures well above the average. The problems of still-births 
and neo-natal infant deaths are still obscure. That there is much scope for 
work on child morbidity is well illustrated by the survey of a thousand 
families in Newcastle based on the observations of Health Visitors(‘). In any 
case, it cannot too lightly be concluded that advances in education will be 
maintained unless they are supported. Each new generation of mothers in 
its turn needs practical advice and demonstration and the emphasis of advice 
changes with changes in social conditions and advances in knowledge. It 
certainly cannot be assumed that popular health education in periodicals and 
elsewhere is the sole answer. These are indeed an adjunct to personal teaching 
—Health Visitors would do well carefully to study what their clients read— 
but they can at best deal in generalities and they cannot be a substitute for 
on-the-spot demonstration. There is some evidence that those who take the 
most intelligent interest demand the most help and explanation from the 
Health Visitor. On the other hand the too literal reader, taking such material 
at its face value without expert interpretation, may suffer needless anxiety. 
To turn to the hard case—the “ problem family ”—it will not necessarily be 
the Health Visitor who holds the key to rehabilitation. Breakdown may 
result from many causes, though no doubt poverty and mental subnormality 
may be frequent factors. The potential breakdown is still harder to define or 
to isolate and therefore to prevent. While prevention is better than cure, it 
depends for its success on complete observation of the field of risk ; if the 
scope of observation is reduced, opportunities may be lost. Moreover, the 
same general improvements in material conditions which are the basis 
of the argument for redeployment have uncovered new risks of mental 
ill-health and a need to promote mental hygiene. Of the Health Visitor’s 
part in this we shall have more to say. If it is true, however, that much 
maladjustment in childhood and mental illness in later life are due to 
faulty social and family relationships, especially affecting mother and child, 
and if these disorders may occur indiscriminately among all classes (as 
they are said to do), there must be serious objections to a reduction 
in the visiting of families with mothers and children. These families may be 
not only the most vulnerable group but the most rewarding field of preventive 
work. 


(*) Spence, J. et al (1954) ‘“‘A Thousand Families in Newcastle upon Tyne: an approach 
to the Study of Health and Illness in Children’”’. Oxford University Press. 
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296. It is clear from our figures of visiting that Health Visitors now visit 
the greater part of families with children at least once. They naturally adjust 
their frequency of visiting to need and to the possibilities of clinic contacts. 
If, however, the present numbers of staff were to be concentrated to any great 
degree on a smaller field, many families could not be visited at all. Clinic 
consultations could, of course, save staff-time by making selective visiting 
easier and safer. But satisfactory conditions do not often exist in clinics, that 
is, facilities for consultation in absolute privacy and the certainty that a mother 
will meet the particular Heath Visitor in whom she has confidence. It would 
indeed be a remarkable Health Visitor who could claim, on the basis of two 
or three short visits to the mother, that she had established a relationship such 
that she could rely on the mother seeking her advice, or that she could assess 
the whole family situation and predict its course, with any certainty, in the 
next two or three years. Material conditions at the initial visits could hardly 
be a sound guide. Continuity of contact must surely be maintained. The 
redeployment to other duties of staff engaged on maternity and child welfare 
work entails the risk that families in need of help may not receive it. The aim 
should be to offer as full a service as possible to families where there are 
young children. Even when there is a shortage of staff, however, it should be 
possible also to extend the range of service of Health Visitors to deal with 
other problems of importance. The proper direction of existing staff, 
discontinuation of inessential duties and vigorous local recruitment policies are 
essential. 


School Children 


297. Although a large number of parents attend when their children are 
medically examined and on other occasions and can then consult the doctor 
and Health Visitor, we think a closer link with the home will often be as 
essential to the care of school-children as to the care of mothers and children. 
The home visit is the essential link and the qualified Health Visitor the right 
person to make it ; in most areas that link is weak and should be strengthened. 
Whether at the home or at the school the essential work of Health Visitors, 
on which.all their training turns, is health education and social advice. It is 
wasteful to employ them on duties that could as well be done by nurses who 
have not the additional qualification as Health Visitors or even by non- 
nurses. Expenditure on the employment of more nurses or lay staff in order to 
release qualified Health Visitors for work that wholly employs their skill 
would be money well spent. It may well be true that in some areas what is 
wanted at the present time is not more qualified Health Visitors but more 
staff with lesser qualifications. Official policy strongly discourages the under- 
employment of Health Visitors and most of our witnesses have endorsed the 
official view. Yet it is apparent that Health Visitors are frequently employed 
on work that offers little or no opportunity for either health education or 
social advice and that others could do as well. The respective duties of 
nurses and Health Visitors must be reviewed to enable the latter to concen- 
trate on work proper to them. In relation to any activity, the test should 
be: is there a sufficient opportunity for health education and social advice 
to justify the attendance of a qualified Health Visitor? If this criterion is 
not met, employing authorities should review their arrangements. It might 
be useful to employ the term “ Health Visitor” only in relation to staff who 
are carrying out duties requiring the Health Visiting qualification and to 
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reserve the term “school nurse” (now commonly applied to all nurses in 
the School Health Service) for those who carry out duties calling only for 
the nursing qualification. 


298. ‘We should agree that Health Visitors should be employed in con- 
nection with medical examinations where the opportunity is presented to 
carry out health education among parents and to discuss cases with doctors 
and teachers. Health Visitors should also be responsible for “ nurses’ surveys ”, 
as recommended bby the Ministry of Education. Visits to schools to discuss 
with teachers and head teachers general or specific education and health 
problems arising from defects discovered in children; follow up of cases 
with the general practitioner or hospital; or active membership of parent- 
teacher associations are also important tasks calling for a Health Visitor’s 
special skill. We should not think it necessary for a Health Visitor to attend 
minor ailment clinics, cleanliness inspections (or cleansing) or the majority 
of specialist clinics. Health Visitors attending sessions where their proper 
skills are needed should not also be asked to carry out such duties as routine 
weighing and measuring, sight testing or work which can without difficulty 
be done by others. It has been argued that dividing the work functionally 
would often mean that Health Visitors would be acting on information 
supplied by others instead of their own direct observation of the child. 
We cannot accept that it is necessary for the ‘Health Visitor herself always 
to have found what is wrong in order to follow it up. As in many other 
fields, she is perfectly capable of acting on good reports; in any case of 
doubt she can always see the child herself. Others argue that it is uneconomic 
to employ two workers when the more highly skilled of the two could do the 
work of both; since Health Visitors are also nurses they might as well do 
any work that calls for nursing knowledge. Such a view could only be 
justified if—as may happen in rural areas for example—the attendance of 
the Health Visitor is essential for the whole of a particular session, although 
she may not be occupied for all the time on her own work. In the long 
run there is no true economy in putting skilled hands to unskilled work. 


299. Health Visitors could in fact be employed in other activities where 
their skills as health educators and social advisers could certainly be used 
to great advantage. More and more attention is being given to children 
whose education and well being are affected by emotional or behaviour 
difficulties. The child guidance service has been developing rapidly but it is 
in need of staff who can supply good information about the home and the 
family and on the other hand can help to support the family and interpret 
the work of the experts to them. This is skilled work in which the Health 
Visitor is well placed to help and in which, given suitable training, she could 
render valuable service. Some indication of her potential value in this kind 
of work is given in a report on the part played by the equivalent of the 
Health Visitor in the mental hygiene service for school children in 
Vancouver(!); we have also taken note of experimental developments in 
mental hygiene work in the maternity and child welfare service of the London 
County Council and elsewhere. The Committee on Maladjusted Children(?) 
has in fact recommended the employment of Health Visitors in the child 
guidance field. We are glad to endorse their views. 


(*) Maclennan, J. M. and Small, M. E. (1955) “The Work of a Mental-Hygiene Division 
in a Public Health Department.’ Lancet, i, 142. 
(7?) Report of the Committee on Maladjusted Children (1955), Chapter XVI. H.M.S.O. 
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We should expect that Health Visitors might similarly take a fuller part 
in work with children suffering from other handicaps. We should look for a 
better co-ordinated approach to families and fuller use of the opportunities 
the Health Visitor has to do supportive work and gain relevant information 
in the course of her duties. 

We should also look for expansion in another part of the field, namely, 
“group education’. This would deal with much the same content as the 
advice given to parents and children but it would approach closer to the 
everyday work of teachers, who should themselves make the main con- 
tribution. On such subjects as mothercraft and parentcraft for adolescents, 
Health Visitors will often be able to make an approach to pupils based on 
more comprehensive knowledge than can teaching staff. Health Visitor’s talks 
on mothercraft are included in the school curriculum in a number of areas. 
The practice is to be commended, but success depends on the availability of 
staff with a gift for this kind of work. Consultation between teaching, 
medical and Health Visiting staff will be desirable. whatever arrangements 
are made. Health education in schools on any subject will be most effective 
where such consultation takes place. 

300. We endorse, as most authorities have done, the official policy of 
combining the Health Visiting services of the local health and education 
authorities. If it were necessary for the Health Visitor to undertake all 
duties in the School Health Service, regardless of the skill required, or, if 
as has been suggested to us, the School Health Service were an exclusive 
service where the vast majority of contacts should be in schools and clinics, 
then indeed there would be something to be said for an exclusive Health 
Visiting service specialising on school health work only. We do not believe 
that either of these contentions is justifiable. There must in fact be close 
contact between the services. No arrangements for liaison, conferences and 
exchange of records can be so satisfactory, however, as the employment of the 
same Health Visitor for both school and child welfare work. Where the work 
is not combined tn this way there would be an unnecessary hiatus in the 
long established Health Visitor-parent relationship when the child goes to 
school. The schools would lose the value of that relationship and would 
have to build anew. The Health Visitor would lose the chance to help 
during an often difficult period of transition. The local health service would 
lose its contact with a family perhaps for years and also would have to 
re-establish itself when again needed—after all there is at least a possibility 
that families in need of support once may need it later. Where there are 
children under school age and school-children in the same household 
there would certainly be unnecessary overlapping of visits by workers with 
identical functions. 

301. It has been represented to us that different forms of organisation 
are forced on local health and local education authority services by geo- 
graphical factors. It ts easy to visualise a situation where a secondary 
school might draw pupils from an area so wide that contact between the 
school and all the area Health Visitors concerned might be exceedingly 
difficult. Where there is a shift of population to a new housing estate which 
is not directly served by a school there would also be difficulty. But staff 
working only in the School Health Service would be equally handicapped ; 
they could hardly establish contact with homes so far-flung (and in practice 
it seems they do not). In the ideal situation, the Health Visitor responsible 
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for the area in which there is a school would act as school Health Visitor 
for that school. The pupils living beyond her area could be covered by 
the Health Visitors for the home area. We see no reason why the ideal 
should not generally be realised. 


NEW POSSIBILITIES OF SERVICE 


302. Our recommendations so far have been to the effect that the care 
of the mother, young children and school-children should continue to be 
the major pre-occupation of the Health Visitor. In this work she needs 
to take full account of the physical, social and psychological factors in 
the family situation that affect the quality of her advice, so far as she can 
ascertain them. She may thus be confronted with a wide range of problems, 
some of which are now dealt with by general duties staff, some by specialists 
and some hardly at all by any worker. We have next to consider whether 
and to what extent general duty Health Visitors should give more attention 
to such problems bearing in mind that the need for service will arise not 
only in families with children—with whom the Health Visitor has a natural 
rapport—but also in other families and households. To some extent we 
shall be shooting in the dark for little enough has been established about 
the precise needs of clients and possible clients, and the direction and 
nature of changes in demand and the best ways of meeting them depend 
on factors that cannot clearly be seen. We shall essentially be examining 
possibilities that are already apparent within the National Health Service 
and School Health Service but are not yet fully realised, that demand both 
a medical and a social approach and that are within the power of com- 
prehension and practical usefulness of one worker. ‘We shall assume in 
assessing the Health Visitor’s part that her primary functions as in all her 
work are health education and social advice. 


Care and After Care 

303. The striking thing about Health Visitors’ work is that it is con- 
cerned largely with people who are well or at least not obviously ill. Their 
visits are paid on normal occasions. Naturally they are confronted with 
illness but responsibility for care has usually rested with others—the doctor 
and the nurse. About one-tenth of Health Visiting work, is however, con- 
cerned with communicable diseases. Except when epidemics of infectious 
diseases occur, the Health Visitor’s most important continuing responsibility 
in this regard is tuberculosis. Her work with the tuberculous well illustrates 
the nature of this aspect of her duties, Here, the Health Visitor visits homes, 
not because there are children but specifically because there is an illness. 
She is concerned with health education; she explains to the patient the 
implications of his illness and the chest physician’s advice ; she explains and 
demonstrates to the family how the illness must be managed ; she encourages 
and gives re-assurance. She is deeply concerned with the social consequences ; 
she traces contacts; she reports from time to time to the chest physician 
on the conditions in which the patient is living or on the facilities available 
for his care on discharge from hospital; she recommends, for example, the 
issue of equipment, the services of a home help, a priority for rehousing, 
financial help or help in kind; she helps in arrangements for convalescence 
and for rehabilitation. She needs perhaps more knowledge of and contact 
with the social agencies available to help and ability to co-operate with 
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them, and sufficient knowledge of the nature of the disease and its manage- 
ment to enable her to act with confidence as liaison between the chest 
-physician, the patient at home and the general practitioner. No great modifi- 
cation in training would be necessary to enable the general duties Health 
Visitor to do the work that is appropriate to her in this field. In England 
and Wales the Regulations(!) governing the qualifications of staff would 
permit a State Registered Nurse to act as a tuberculosis visitor after a bare 
three months’ experience at a chest clinic. Many existing tuberculosis visitors 
no doubt have better qualifications. It seems to us, however, that the social 
and epidemiological aspects of the illness, are of at least equal significance to 
the purely clinical aspects. Added importance will attach to the former as 
more effective treatments become available and the use of prophylactics such 
as B.C.G. develops. It is likely that the emphasis will tend to fall more and 
more on health education and the tracing of sources of infection and re- 
infection in the general population. Such work certainly calls for staff 
with a wide background of public health and social knowledge. We consider 
that the qualities of a trained Health Visitor will be needed. We recommend 
not only that this work should be regarded as within her field but that any 
measures taken to restrict Health Visiting practice to qualified staff should 
apply equally in future to tuberculosis. 


304. What gives tuberculosis its urgent social importance is its continuing 
infectivity and the long period of invalidity and rehabilitation associated with 
it, entailing often severe psychological and social stresses in many cases. 
It is reasonable to suppose, however, that any long-term hospitalisation or 
disabling illness may present features calling for services differing only in 
degree from those offered to the tuberculous. As an illustration of the 
probable need for service we may quote a recent survey in Glasgow/(?). 


Cardiff, among other authorities, has developed arrangements for the 
follow-up of cardiac and gastric disorders and diabetes where a strict regimen 
needs to be supervised and home life may need re-ordering to suit the patient’s 
needs. In a number of areas, arrangements have been made for the super- 
vision of children or mothers before and after discharge from hospital to 
ensure that suitable home-care is given. We think it highly probable that 
the current practice of early ambulation and discharge may often create 
family problems that a Health Visitor could relieve, if she had the informa- 
tion in time. What is needed is a satisfactory arrangement with the hospitals 
—especially for timely information to reach the general practitioner and the 
Health Visitor. These two might naturally come to form the nucleus of a team 
which, reinforced where necessary by special services, could do much to 
improve the quality of hospital after-care and extend its scope. But there 
is we think, ample scope for such team-work within general practice itself. 
Indeed it might prove to be the vital factor in uniting and improving the 
domiciliary preventive and curative services. 


305. The introduction of a family doctor service by the National Health 
Service Acts has in fact altered the whole outlook for the preventive services 
concerned with personal health. Expectant mothers and mothers with 
children of all ages may now have free from the general practitioner the 

(*) S.I. 1948 No. 1415. 


(?) Ferguson, T. and MacPhail, A. N. (1954) “ Hospital and Community.” Oxford 
University Press. 
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medical advice that they could in the past generally expect only from the 
local authority services. There is now no financial deterrent to any patient 
seeking timely advice from the family doctor about his or her health. This 
is especially true of women and children and of the aged of both sexes. It 
would be idle to pretend that the fullest advantage is yet taken of the 
situation. Not all doctors have time to undertake preventive work with all 
types of patients. Not all families have one doctor for the whole family. 
In many areas, it is customary or more convenient for mothers to go to 
the local authority clinic rather than to their own doctor and some may have 
more confidence in one or the other. The local authority has the advantage 
of having domiciliary advisory services that the family doctor working by 
himself must provide by visiting himself. 


306. General Practitioners are becoming more and more conscious of the 
social aspects of illness, which add to the burden but increase the interest 
of general practice. Many doctors say they have experienced an increase 
in the volume of their work since 1948, arising in large measure from demands 
for re-assurance, preventive advice and the problems of home care. In a 
number of ways the trend is towards a more comprehensive service to deal 
with changing demands. There has been, for example, a marked increase 
in the formation of partnerships and group practices, with all their mutual 
advantages. There is, moreover, already a trend towards linking up local 
health and general medical services. Many practitioners either take part in 
local authority services or use local facilities for their maternity and child 
care work at clinics or health centres or in their own surgeries. They increas- 
ingly take advantage of the domiciliary services offered by the local health 
authority to meet the needs of their patients. General practitioners have 
the unique advantage of acceptability to and the respect of the vast majority 
of the population, who are willing to consult them and accept their advice 
as impartial experts on all manner of matters apart from purely clinical 
questions. It is not difficult to foresee a time when, with full co-operation 
between the medical officer of health and general practitioner, both curative 
and preventive services for the family at home will become an integral part 
of general practice. This appears to be the ultimate object both of. the 
medical profession and of official policy. While the pace, the method and 
the direction of change will vary greatly with local conditions, the advantages 
of such arrangements to the family would be great and we should strongly 
endorse measures that would facilitate them. 


307. The Minister of Health in his speech in 1954 to the County Councils 
Association referred to family doctors as the future “clinical leaders of the 
domiciliary health team”. In such a role they would certainly wish to 
have among the team a worker who could both support their clinical work 
and help to advise them on the social aspects of their patient’s problems. 
Health Visitors, suitable trained, could do much to meet such needs, hospital 
after-care representing probably only a fraction of their possible value. Such 
help would relieve some of the extra burden that attention to social and 
psychological] factors must add to the doctors’ work. In a later Chapter 
we shall deal with the way in which general practice and Health Visiting 
might be brought into association to their mutual advantage. It is sufficient 
here to point out that Health Visitors already on average visit between one- 
quarter and two-fifths of the families in a doctor’s practice including in 
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particular those where there are especially vulnerable patients, mothers and 
children, to meet whose special needs the Health Visitor is at present primarily 
trained. Experience in some areas already shows that the Health Visitor 
may, if she has the practitioners’ backing, extend her usefulness without 
great difficulty to patients who are bed-fast or who suffer from chronic illnesses 
of a less disabling order. The aged sick are a great anxiety to many doctors. 
In many such cases oversight by a worker who has a good health background 
and can mobilise services, such as the invaluable home helps, or the assistance 
of voluntary bodies, may be all that is necessary to stave off the need for 
admission to hospital. We see no reason to doubt that the Health Visitor’s 
services could be usefully employed by the doctor in any case where health 
education and practical social advice were desirable. 


Mental Hygiene and Mental After-Care 


308. One of the most serious problems facing the health services is the 
problem of mental illness, There is no conclusive evidence that its incidence 
is increasing, but a more enlightened attitude on the part of the public, a 
wider knowledge of the nature of mental illness and the possibilities of 
curing or relieving it have created demands for treatment that cannot be 
met by the existing hospitals and their staffs. Treatment cannot always 
be given early enough and there is the constant danger that wards will 
silt up with apparently irrecoverable cases. There is a real need to relieve 
the mental hospitals. which already account for two-fifths of the occupied 
beds in the hospital service. A similar situation exists with regard to mental 
deficiency. 


There is no clear picture of the extent of mental illness in milder forms not 
needing in-patient care. It seems likely, however, that the more severe dis- 
orders represent only the visible peak of a largely invisible iceberg of mental 
ill-health. A close connection between mental and physical states in certain 
illnesses has been established in some cases and is suspected in others. Every 
serious illness carries with it its burden of anxiety and the strain that this places 
on relationships within the family may be disabling in itself. The neurotic are 
said to be among the general practitioners’ constant visitors. 


309. Little is known for certain about the aetiology of mental illness which 
would enable definite preventive action to be taken. It is widely held that the 
early relationships of mother and child and the way in which the child’s 
development is guided may have important if not decisive significance in 
later childhood, adolescence and even adult life. If there is serious distortion 
of relationships in early life, maladjustment and pre-disposition to neurosis 
or psychosis, it is said, may result. Family relationships generally, we have 
been told, may have their influence, mainly perhaps, but not only, while the 
children are growing up. Some think that modern society, in which family 
groups tend to be small, socially isolated, mobile and lacking roots in any 
neighbourhood, itself creates conditions favourable to illness. If they are 
right the risk exists wherever such conditions of instability exist—in the 
suburb at least as much as in the slum. Since causes are so indeterminate, 
great caution is necessary in suggesting any road to a remedy. What we may 
regard as certain. however, is that there will for many years be hardly enough 
expert medical, nursing and medico-social workers to deal with the problem 
of cure when breakdown occurs, to say nothing of making a comprehensive 
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attack on the problem of prevention. If anything is to be done in the way of 
prevention it must be done by the “inexpert”, with such help and guidance 
as the expert can give. Clearly there is a need for the widest possible field 
of observation and equally clearly no possibility—if it were even desirable— 
of recruiting a new corps of “mental hygienists” for observation purposes. 
In fact, the general practitioner and the Health Visitor, especially if they 
work in one team, are well placed for this work, as they are able between 
them to observe almost all families in the country, as an incidental to services 
which are invaluable in themselves. 


310. Health Visitors, we gather from the widespread demand for training 
for the purpose, recognise that this is a field that most of them have not yet 
fully explored but that they are eager to enter. Their part, as we see it, would 
be unspectacular though invaluable as preventive work usually is. The work 
is necessarily exceedingly difficult because of its very uncertainties and the 
pitfalls for the incautious must be many. First and foremost, we think the 
Health Visitor can make her contribution in the course of her work with 
mothers and children of all ages. She would need a broader basis of training 
including much more knowledge of the psychological factors in parent and 
child relationships and child development. She would also need the time and 
Opportunity to gain the confidence of the parents and a real insight into the 
family at home. The Health Visitor could do much to steer the family clear 
of the more obvious difficulties. She could provide invaluable information 
to the general practitioner, or to the medical officer, the paediatrician or 
the psychiatrist at the child welfare clinic, or to the child guidance team. She 
could help to explain what her colleagues are aiming at and how to translate 
their advice into practical measures in the home. She would need to be wary 
of exceeding her powers. Quite apart from her maternity and child welfare 
work, however, she could bring the same techniques to bear on any social 
problem or problem of illness with which she is concerned—evaluating the 
psychological factors in the situation and in the advice she must give, 
explaining, re-assuring and sympathetically listening. Listening may be all that 
is necessary in a great many cases—what has been described as “ psychiatric 
first aid”. Where signs of excessive departure from the normal in individual 
behaviour or relationships occur she would seek more skilled help and 
encourage her client, if necessary, to seek advice and follow it. This work 
might be described as reconnaissance and close support. Where illness is 
already apparent the care of the patient will usually be already in the 
hands of experts. Subject to their judgment and under their guidance the 
Health Visitor can help with selected cases. Usually we think these will 
be those where help and encouragement to patient and relatives or a 
periodic oversight is what is most needed and a certain stability has been 
reached. ‘Much depends on individual personality and not all might be 
suitable for the work, but many Health Visitors could in this way be of 
direct help to hospitals in delaying the need for admission and facilitating 
trial periods at home or discharge of long-term patients to make early treat- 
ment of another case possible. We have ourselves discussed the working of 
an experiment on these lines at Newcastle(4). On the other hand, expert 
help is by no means always available. Help cannot be denied on that 
account. The Health Visitor’s training should enable her to approach 
the problem of mental care and after-care with understanding, for at times 


(‘) Chapter II, paragraph 118. 
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in some areas she will be the only person available for the work. If Health 
Visitors were to undertake more, they would need special training. 


Mainly Social Questions 

311. We have said that Health Visitors can particularly help the doctor 
in the care of the aged sick. Their role with the failing and aged who need 
no medical attention is more problematical. Certainly failing strength and 
energy may lead to failure of health, in its turn often the beginning of 
a social problem. If the Health Visitor is brought in at an early stage, 
her encouragement and advice on diet, hygiene and general care could be 
invaluable, particularly to the elderly living alone. Some of the official 
services affording practical help to the aged are outside the ambit of the 
health services. A considerable amount of the domiciliary work with the 
aged is likely to be done by voluntary bodies, such as old people’s welfare 
committees. Much of the Health Visitor’s work will therefore consist of 
co-operation with welfare organisations and the welfare department of the 
local authority. She should have a recognised place in schemes of official 
or unofficial help—called in wherever there is a health problem with which 
she can assist or herself calling for the help of the appropriate organisation 
when, as may often be the case, she is first on the scene. She will no doubt 
play a special part in the care of old people in households that she is 
visiting for other purposes. 


312. Similar considerations apply to the handicapped adult as distinct 
from handicapped children (with whom we have recommended that the 
Health Visitor should be closely concerned). Health Visitors will inevitably 
meet with cases of disabling handicaps in adults in the course of their 
visits and some will come to their attention as needing after-care following 
hospital treatment. It is important that they should have sufficient knowledge 
of what is being done in the way of rehabilitation, placement and other 
welfare services to enable them to support this work. 


313. What is said above should apply to mental defectives also. We are 
not convinced that there is any need to distinguish between defective and 
other children for these purposes. Health Visitors are among the first 
to ascertain the low-grade. The great majority of higher grades are 
ascertained at school, a process of which the Health Visitor working in 
the School Health Service should have knowledge at an early stage. Having 
contact already with the family, from the child’s birth, she is well placed to 
help in the distressing period when the fact of defectiveness has to be faced 
and family life adjusted to it. She can equally well provide a service for 
the defective child at home as she does for other children. If the child 
goes to an occupation centre, she will still keep in touch, as she would do 
if the child were at school. She might well indeed continue to act in the 
same way as a “school Health Visitor” in relation to the older defectives 
at occupation centres. But, in cases of special difficulty and, as with other 
handicaps, in the case of adolescent and adult defectives, problems of a 
different order may well arise that call for the services of a specialist in 
this work. 


A FAMILY VISITOR? 


314. A number of points stand out from our recommendations. Firstly it 
is obvious that the Health Visitor will have the opportunity for making 
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contact with an extremely wide range of families. Already her work in 
the local health and education services may take her to perhaps two-fifths 
of all families and households and these will be mainly families with 
children, in some respects perhaps the most vulnerable group, The close 
association with general practitioners which we are confident will be 
developed will greatly add to the number of families within her field 
since she will be concerned also with families where there are no children. 
Probably in this way she may be in touch with the majority of families 
and households who are in need of help because there is some problem of 
physical or mental health. Secondly, she will be visiting for a recognised and 
useful purpose with the backing either of a statutory body or the family 
doctor. Thirdly, she will be concerned in every case with the affairs of a 
family and not merely with individuals. Fourthly she will inevitably be 
confronted with an even wider range of problems than at present, a much 
larger proportion of which will be “ psycho-social” in character than hitherto, 
and will be brought into closer touch with a wider range of workers who 
specialise in such problems. 

315. It would, of course, be foolish to suppose that the Health Visitor 
could be equally effective in all aspects of family welfare. We expect on 
the contrary that she will be really expert in only a few, mainly those where 
problems of health are dominant. It would be rash, too, to expect that all 
Health Visitors could adapt themselves to a wider role with equal ease. 
At the same time we are satisfied that the training of the Health Visitor 
could be so arranged that she would be better able to appreciate the problems 
that other workers face and the way in which they deal with them. She 
could thus be put into a position to observe the early signs of distress in 
fields in which she is not (and need not be) an expert, to consult with the 
appropriate worker and to help in any measures that may be arranged. Where 
no such advice was available she could assess what “first aid”? measures 
she could herself safely apply. She would thus have the opportunity to share 
in the work of a variety of family health and welfare teams that without 
her might have no common membership. Her contribution would be to act 
as a common point of reference, a common source of information of a 
standard kind, a common adviser on health teaching—in a real sense, a 
“common factor” in family welfare. She could help to eliminate continual 
visiting of one family by a number of workers for purposes that are essentially 
the same, in particular by relieving others of the need for purely supportive 
visits. In many respects. therefore, it appears to us that she could satisfy 
the requirements for a general purpose family visitor that we outlined in 
Chapter IX. 

316. If the Health Visitor is in fact to undertake that role a number of 
problems pose themselves. Firstly, do the tasks allotted to the Health Visitor 
call for greater knowledge and ability than can be found in the probable 
field of recruitment? In our view this will not be so. The functions of 
observer, rapporteur and co-ordinator (in the sense we have adopted) on 
which our conception of a family visitor is based would be subsidiary and 
incidental to the main purposes of health education and advice and should 
be within the grasp of a well trained Health Visitor. We should expect 
that the minimum standard of capacity demanded of recruits may have 
to be raised. Secondly, are the numbers likely to be forthcoming? We should 
agree that a considerable increase in the staff available would be necessary. 
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While re-organisation of the present work may yield some surplus of staff- 
time, further recruitment would, however, be necessary and might be difficult 
though not impracticable. Thirdly, it might be suggested that the family 
visitor of the type described in the preceding paragraph might more appro- 
priately be recruited from persons without a “health ” background. Looking 
at the services with which we are concerned, it seems to us that, over the 
field of families at risk, the problems confronting a general family visitor 
are more likely than not to be concerned with the prevention of ill-health 
or ill-health itself. If we are right, it seems obvious that a visitor with both 
a “medical” and a “social” background would have the advantage. We 
should not, therefore, think it desirable to expect workers without that type 
of experience to undertake the work. Health Visiting already represents the 
largest homogeneous body of home visitors (except, of course, the family 
doctor). Full use has not yet been made of Health Visitors’ capabilities or 
of the advantages of the wide range of visiting and general acceptability that 
they possess. We consider that the better course must clearly be to augment 
and improve the Health Visiting force to carry out the family visiting work 
described, rather than to create an entirely new force for the purpose. 


CHAPTER XI 


THE STATUS OF HEALTH VISITORS AND 
THEIR RELATIONSHIPS WITH OTHERS 


317. There must obviously be limitations on the scope of the work of 
Health Visitors. Since they will occupy such a vast field and have such 
wide-ranging functions, the limitations can most easily be described by setting 
out what we think might be the status and manner of working of the pro: 
fession and the way in which we would expect it to co-operate with the other 
professions with which the Health Visitor would be concerned. 


STATUS OF THE HEALTH VISITING SERVICE 


318. The professional status of Health Visiting will be determined in the 
long run by Health Visitors themselves. We need, however, to take note of 
certain features. Whatever the form of training may be and however much 
the Health Visitor may be concerned with the sick and those who care 
for them, Health Visiting is not sick nursing and the Health Visitor will not 
be responsible for the care and treatment of ailments and disabilities in 
the sense that home and hospital nurses are. Her relationships with others 
are accordingly unlike those of most nurses. Unlike them she will not as a 
rule receive precise medical instructions on how she is to deal with her 
cases ; she will accept the clinical judgment of the doctor in charge of a case 
but it will be for her to decide how to adapt and time her health education 
to meet his clinical requirements and to recommend what social action may 
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be desirable. On the other hand, although the Health Visitor’s work will 
tend more and more to be concerned with non-medical matters, she cannot 
be regarded purely as a social worker. Unlike the majority of social workers 
she will not be primarily concerned with social manifestations ; her clinical 
training will make her a valuable clinical observer and on some matters an 
adviser, able to provide information on physical, social or psychological 
matters, on which clinical judgments can be confidently based. She will be 
truly a medico-social worker in a broad sense of the term—playing a full 
part in both preventive medicine and social action. The Health Visiting 
service makes a distinct contribution to the health and welfare services, 
neither medical nor social but a composite of both. In future, though Health 
Visiting will still be much concerned with maternity and child welfare, it will 
also to a greater degree be concerned with other classes of clients and will be 
co-operating more closely with other services for which those immediately 
concerned with maternity and child welfare services, for example, have no 
responsibility. It follows that the Health Visiting service needs separate 
consideration in the administration of the health services. Responsibility for 
the service should rest with an experienced member of the profession who is 
conversant wth its current problems. Usually this will be the Superintendent 
Health Visitor though in some areas it has been found advantageous to 
appoint a Chief Nursing Officer who co-ordinates Health Visiting with home 
nursing and midwifery. Health Visitors should be answerable to their own 
professional head and she in turn to the Medical Officer of Health and 
Principal School Medical Officer as the administrative head of the department. 


THE GENERAL DUTIES HEALTH VISITOR 


319. We think of a Health Visitor as a qualified professional worker 
exercising her talents over the whole range of her profession. It is important 
that so far as possible the range of the work should be well recognised so 
that the Health Visitor can know wherever she takes a post that she will 
have a worthwhile job with recognised scope and status on the lines of our 
recommendations. Some local variation will be unavoidable but the present 
confusion can only add to the difficulty of recruitment. In order to carry out 
effectively the whole range of work the Health Visitor will need to have 
personal knowledge of all the agencies providing services in her area and will 
inevitably find a substantial part of her time engaged in consultation with 
others. Her main value to others will often be the detailed knowledge she 
has of a wide range of families in need. If she is successful in gaining the 
respect and confidence of her families, she will become one of the confidantes 
to whom they naturally turn in difficulty as they turn, selectively, to the 
family doctor, the clergy and others. If she is to have time to get to know 
her families well and to be known by them, her radius of action must not 
be too large. A small reduction in the average length of journey, we have 
seen, will greatly affect the time available for visiting ; if necessary, adequate 
transport must be provided. All these considerations suggest strongly that 
the Health Visitor’s work should be organised on an area basis, her parish 
being large enough to provide a volume of work yielding full professional 
satisfaction yet small enough to make intimate knowledge possible. Ideally 
it should coincide with the area of operations of other workers concerned 
with the same families. Good relationships do not grow overnight and the 
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Health Visitor should be encouraged to remain in her area long enough for 
them to develop. As an illustration, it would obviously be valuable if a 
Health Visitor could see into their school days children born when she first 
takes over. Breaks in continuity are obviously not desirable. We should not 
think it necessary for her to live in her area though we should disagree with 
those who claim that this would be an actual disadvantage. 


320. We think it would be advantageous for two or more Health Visitors 
to work an area together as a team and this should be possible except in 
sparsely populated areas. Each would be responsible for her own case-load 
of families but the team would work together for the area as a whole. They 
would thus have the advantages of relatively easy reliefs so that the area 
had constant cover and of easy consultation on difficult cases. They would 
also avoid isolation from the rest of their fellows. They would provide 
families in the area with an alternative point of reference ; where one Health 
Visitor had been unable to make effective contact a colleague might be more 
fortunate. It follows that the Health Visiting area will be a professional 
entity in contact with but largely independent of the divisional or central 
headquarters in its day to day work. Every effort should be made by the 
administration to supply the Health Visitor with all relevant information 
and to avoid where possible requesting information in return. Standard 
returns should be as simple as possible and related to standard records. The 
Health Visitor will be making her own records and reports and conducting 
her own correspondence. She needs time for this which ought not to be 
absorbed in administrative paper-work. While there might be a simple 
central register of families visited showing the main purpose of visits, to 
facilitate co-ordination, the place for records is in the area, where practical 
co-ordination will occur daily. The Health Visitor should have clerical help 
if possible but both in what she passes on to colleagues and receives from 
them she must have an eye to confidentiality. There must be no grounds 
for suspicion that privately disclosed information might reach unauthorised 
persons. This is equally of importance to clients and colleagues. 


321. Health Visitors need to have a proper base in their area and such 
facilities as would enable them to remain there all day. Its location, telephone 
number and the hours at which each Health Visitor could be found there 
should be well known to all concerned, especially her clients. A telephone 
would be essential ; without it, consultation and co-operation, particularly 
with the general practitioner and hospitals might become unnecessarily 
difficult and letter and report writing would become an intolerable burden. 
The base will normally be a clinic or centre of the maternity and child 
welfare service since these are often distributed fairly uniformly in relation 
to population density. In rural areas, a variety of arrangements will be 
necessary including for example the use by agreement of any treatment 
centres. Ideally, space for records and for genuinely private consultation 
should be provided. It is a criticism of many clinics that mothers have little 
opportunity for talking privately to either doctor or Health Visitor; yet if, 
to facilitate selective visiting, the clinic is to be in any degree a substitute 
for the home visit in “safe” cases, this is clearly essential. She should be 
free to use her office as the base for consultation on any subject and not 
merely for maternity and child welfare services. It would be of some 
advantage to hold evening sessions, especially when it was thus possible to 
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see parents together. The clinic base might well become more commonly a 
meeting place for many workers with interests in problems facing the local 
health and school health services, as it has already in a few places. We were 
attracted by the experiments in small-area case conferences contemplated in 
Bristol, to be attended by Health Visitors and representatives of other services. 
It would clearly be an advantage that the general practitioner should be 
brought in and we were able to see that this had been done with fair success 
at the “ William Budd ” Health Centre in Bristol. Arrangements of this kind 
must eventually ease the Health Visitors’ work even if they add to it tem- 
porarily. They might be no small contribution to the work of others with 
perhaps less favourable conditions for case conference work. 


Organisation of Clinics 


322. We have referred to the Health Visitor as based on a clinic centre 
and have outlined one way in which she might work there—that is, she 
would use the centre as her base, her office and her consulting room. It is 
convenient at this point to consider clinics in general terms, whether in 
the local health service or school health service. We think that one of the 
Health Visitors should be placed in general charge of the centre to ensure 
that proper arrangements for the sessions have been made. Ideally, the Health 
Visitor should be able to concentrate on health education both to groups and 
to individual mothers. Preferably she should be able to give her time to the 
mothers for whom she is personally responsible. The Health Visitor would 
naturally be available to the medical and other staff to give information and 
advice about the home and health educational matters. It would not be part 
of her normal duties to act as chaperon and surgery nurse. She would not 
undertake routine clerical duties and selling and accounting for food. These, 
like the tasks of setting up and clearing away, should be the work of 
ancillaries or volunteers or clinic nurses. There is probably considerable scope 
for the employment part-time of retired nurses and Health Visitors to do work 
of this kind. For example, many who have left on marriage might be willing 
to return to give part-time service. If, in the case of smaller clinics, it becomes 
a necessity for Health Visitors to undertake work that does not fully employ 
their skill, steps should be taken to reduce such work to a minimum. 


CO-OPERATION 


323. Health Visitors should have discretion, within the general policy of 
the employing department, to decide on the need for and frequency of 
contact, reliance on clinic rather than home contact, the character and timing 
of visits and advice, referrals, recommendations and consultations in the 
course of their ordinary activities. In no field of work, however, can the 
Health Visitor regard herself as working entirely alone—a doctor, nurse, 
midwife, social worker may always be involved. The onus lies equally on all 
to ensure that all concerned are in touch. The Health Visitor has perhaps a 
special responsibility since she has such a wide field of families to cover. 
The essence of the matter is that there should be personal contact for dis- 
cussion of common interests to achieve understanding and the mutual 
confidence that make future co-operation easy. The Health Visitor, therefore, 
needs to know personally the people in her area whose work will interact 
with hers. 


Ill. REVIEW AND RECOMMENDATIONS 119 


Co-operation calls for a flexible and tolerant attitude. Agreement may 
not be easy and may involve compromise on matters even of apparently 
important principle. It may be necessary at times for the Health Visitor to 
undertake more than would normally fall to her or, on the other hand, to 
retire temporarily from the scene of action to leave full scope for another 
worker. She should be allowed full discretion to do this. 


HEALTH VISITORS AND DOMICILIARY MIDWIVES 


324. Midwives are statutorily required to perform certain services for 
expectant and nursing mothers, alone or in co-operation with a doctor. They 
have a statutory duty to visit during the lying-in period, defined as a period 
not less than 14 or more than 28 days after the birth. The majority of them 
are registered nurses, though a few still have only the midwifery qualification. 
Their training is in future(‘) to include sufficient instruction in the care of 
the mother and child to enable them to undertake such care throughout the 
period of twenty-eight days after the birth. Practising midwives are required 
to undergo a refresher course every five years and on these occasions existing 
midwives will no doubt be brought up to date with the new syllabus. In 
relatively few areas as yet does the midwife’s responsibility continue until 
the twenty-eighth day but it is the view of the Central Midwives Boards (and 
of the Royal College of Midwives) that this practice should become general. 
As more midwives benefit from the new training, it may be expected that their 
wish to exercise fuller responsibilities will grow stronger. We understand 
incidentally that there is at least no shortage of domiciliary midwives and 
none is foreseen—a situation unfortunately not true of Health Visiting, which, 
if it is to expand, needs to shed all work that can be done equally well 
by others. 


325. The Health Visitor also is authorised by statute to give advice to 
expectant and nursing mothers when necessary. There is an apparent overlap 
of function with the midwife. The midwife rather than the Health Visitor 
does the bulk of the work for the mother during and immediately after 
pregnancy, including the practical arrangements for labour and lying-in. Only 
a minority of expectant mothers are visited at home by Health Visitors ; 
not all of these do ante-natal work and the proportion of their time devoted 
to this work seems to be decreasing. It would be tempting to conclude that 
up to the twenty-eighth day the Health Visitor should undertake her 
health education and social advisory functions in the home only when 
called in by the midwife to meet recognised needs. There are, however, 
arguments against this conclusion, though we know that in at least one 
large city the arrangement is successful. With her special training, the Health 
Visitor is likely to be better able to assess social and psychological factors, 
both during pregnancy when sympathy and re-assurance are both so necessary 
and during the first month of the child’s life, when the establishment of 
breast feeding, for example, may be hindered by factors other than the physical 
condition of mother and child. Both the Health Visitor and the midwife 
from their differing points of view should play their part with the general 
practitioner in the assessment of the necessity for admission to a maternity 
hospital where this question arises. The midwife who would be responsible, 


(1) The Midwives Rules Approval Instrument, 1955. S.I. 1955 No. 120. 
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if the confinement were at home, would naturally need to satisfy herself 
about, and report on, the suitability of the premises and facilities available 
for the confinement. She should, however, consult the Health Visitor, who 
will often have considerable knowledge of the family circumstances. At ante- 
natal clinics Health Visitors should be responsible only for health education. 
The Health Visitor gains a considerable advantage from the earliest possible 
contact with the expectant mother, who at that stage will be more likely 
to be impressed with the value of her advice and, while an ante-natal visit 
may not be necessary in all cases, the Health Visitor should be free to call 
at any time. A true overlap will in any case only occur in the case of first 
children—where there are two or more children the Health Visitor will be 
going into the home in any event. In the post-natal period we see no reason 
to think that in the great majority of cases there will be any obstetric grounds 
for the midwife to visit after the fourteenth day. It is wiser that the specially 
trained worker—the Health Visitor—should take over not later than at 
that time. Transfer of responsibility, incidentally, should be the occasion for 
a discussion of the case and if possible a joint visit; a transfer of records is 
not enough. Hospital confinements create complications in the maternity 
services that we hope and believe can be eliminated. It is sufficient here to 
point out that when women leave hospital for home at or about the 
fourteenth day, there should be no reason for the domiciliary midwife to 
be concerned. The Health Visitor—who should have some contact with the 
maternity hospital—should be afforded the opportunity of taking over the 
case forthwith. 
Home NURSES 

326. Home nurses and Health Visitors have in the past very largely gone 
their separate ways. In future, the closer association of the Health Visitor 
with care and after-care will draw their paths much closer. The General 
Nursing Council’s revised syllabuses will give future nurses a better insight 
into public health work and the national qualification for all home nurses 
that another Working Party(‘) has recommended will reinforce the knowledge 
gained in basic training. With this preparation we expect that both workers 
will find little difficulty in working together, recognising that Health Visitors 
will not be practising nurses and home nurses will not be highly trained health 
educators and social advisers. Their common participation in the general 
practitioner’s team will do much to eliminate possible causes of friction. 


CCOMBINED WORK 


327. It will be recalled that we have defined the combined worker as 
one who undertakes home nursing or midwifery (or both) in addition to 
Health Visiting. The conception of combined duties is on the face of it 
immediately attractive, especially, for example, to general practitioners who 
find it necessary to work with nurses, midwives and Health Visitors, perhaps 
in relation to a single family. Problems of consultation, overlapping function 
and duplication of visits might obviously be reduced if the three jobs were 
done by the same worker. The situation is, however, confusing. Combined 
work in urban areas is carried out only in some of the smaller towns in 
Scotland and hardly at all in England and Wales. In the country areas, it 
accounts for a small proportion of the total time of Health Visitors in 
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England and Wales and an even smaller proportion of the total volume of 
nursing and midwifery. In the Scottish Counties, however, it is the prevailing 
practice. We are assured by some that in rural areas it is the only method 
that combines efficiency with economy of manpower for in such areas the 
population is scattered and authorities could not afford a more lavish staffing. 
There are rural areas, however, with scattered populations, poor communica- 
tions and far from wealthy where full-time Health Visiting is the rule and 
is regarded as fully satisfactory. We are told that the demand for qualified 
combined workers is increasing; but the national statistics show a decided 
trend the other way over the years, especially in England and Wales, and we 
know of areas that have converted fairly recently to full-time Health Visiting. 
It is a fact that relatively few combined workers have the Health Visitors’ 
certificate. Some say that criticism of such workers and of the system arises 
mainly from this ; if all were qualified, all would be well. But it is a common 
experience of Counties in England, at least, that qualified staff willing to 
do combined work are exceedingly hard to attract. The suggestion that 
home nursing and Health Visiting alone should be combined has so far 
found favour to only a negligible extent. Opinions vary with experience 
pretty consistently. The main arguments advanced to us are set out in 
Chapter I(). They consist largely of assertions and counter assertions and 
we need only note that the “ pros” are heavily outnumbered by the “ antis ” 
even in County areas taken as a whole. 


328. What seem to us to be the most important factors are as follows: 


(1) Health Visiting as we envisage it for the future involves the appli- 
cation of a wide range of health and social knowledge to a diversity 
of families in different conditions; it involves close collaboration 
with the general practitioner, the hospital and many social agencies 
and the exercise of careful judgment in the timing of visits and 
advice ; 

(2) in the view of most of us the work demands the services of a full- 
time highly trained worker if it is to be fully effective ; 

(3) in the foreseeable future we can see no prospect of combination 
becoming generally feasible, because there is no prospect of obtaining 
sufficient staff who have or are willing to obtain the necessary 
qualifications, and because the three-fold training for large numbers 
would be very expensive ; 


(4) combination is convenient and its disadvantages least marked in 
country areas including small towns; 


(5) the home nurse-midwife even without the Health Visitors’ certificate 
has for long served a number of areas to the evident satisfaction 
of her employers; a uniform national training for home nurses 
and the improved training for midwives will give future home 
nurse-midwives a better preparation to meet emergencies and render 
social first-aid ; experience and their reputation with the families 
they serve may enable them to do excellent work. 

329. We conclude that there are insufficient grounds for recommending 
that combined work should be regarded as a general principle of organisation 
or that the practice should be more widely extended than it now is. There 
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are on the other hand insufficient grounds for disturbing the existing arrange- 
ments in areas where they are well rooted and popular among not only the 
staff but also the public. We cannot, however, overlook the fact that qualified 
staff are so rare in these areas or accept that better home nurse-midwifery 
training or experience alone will enable unqualified staff to deal with the diffi- 
cult questions for which even the Health Visitors’ present training is thought by 
many witnesses to be insufficient. It is commonly held that in rural areas 
health and social problems are relatively few and mild and a lower standard 
of service can be tolerated. A recent survey of needs in country areas on 
behalf of the Carnegie Trust(!) suggests strongly that this view needs to 
be revised. The object of the survey was to demonstrate that unrecognised 
needs do exist, to tackle which qualified staff are needed. Medical and social 
welfare staffing in country areas is never likely to be so strong as in the 
towns and the expert help that the unqualified Health Visitor would need 
will often be lacking. Every effort must be made to arrange for existing 
‘gombined workers to have the full training; where this is not possible, 
qualified Health Visitors must be engaged to give the necessary help. 


HEALTH VISITORS AND GENERAL PRACTICE 


330. The general practitioner already has a happy working relationship 
with nurses and midwives. It is their services that he will, perhaps, most 
often want and he will often consult with them direct. Knowing that the 
Health Visitor is a registered nurse with some midwifery training, he might 
well expect of her the same kind of relationship and, especially in emergency, 
the same kind of services that he receives from nurses and midwives. In 
fact, we must emphasise that such a relationship will not enable either doctor 
or Health Visitor to derive from their association the maximum benefit. 
We have suggested in paragraph 317 that the relationships of Health Visitors 
with doctors generally will differ from those of nurses with doctors in a 
number of ways. The relationship can be further illustrated by reference to 
the way in which consultants and almoners work together in hospitals, an 
analogy familiar to general practitioners. Like the almoner, the Health 
Visitor would be able to get in touch with all the available social agencies 
that could help the doctor’s patient. In addition, she could in co-operation 
with the nurse and midwife greatly assist the doctor by visiting families 
on his list to explain what he wants done, to make it possible for his advice 
to be carried out and to report to him on the family situation. She can 
bring to his notice early signs of illness and thus help to avoid later break- 
down. Where sympathy and friendly advice are needed, she can be the 
confidante of the family. She is likely to be most useful to the practitioner 
in his dealings with mothers and children, especially in infant feeding 
problems, with the tuberculous and with the chronic sick and aged, because 
her training and experience will specially fit her for this. There seems no 
reason why she should not be equally useful to him over the whole range 
of his practice. 


331. If the Health Visitors’ work is organised on the area basis suggested 
earlier in this Chapter, it should be much easier for the doctor to get in 
touch with the Health Visitor and unnecessary for him to have routine 


(*) Lochhead, A. V. S., Editor (1953) “ Family Casework and the Country Dweller”. 
Family Welfare Association. 
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contacts with more than two or three Health Visitors. It will often not be 
possible to make Health Visitors’ areas and doctors’ practices coincide. 
One team of Health Visitors may well be working with a number of doctors, 
but the fact that areas of operation do not coincide should present no insuper- 
able difficulties. The problem of scattered practices can be met by liaison 
arrangements which make the Health Visitor who is working with the 
doctor the channel of communication with distant areas. Such arrangements 
have worked well in Birmingham and may often be acceptable in other areas. 
The essential point is that personal contact should be possible when 
necessary, without delay and without inconvenience. 


332. At present a working relationship is thoroughly established in only 
a few areas. The problem is how to forge the first link in the chain ; develop- 
ment seems to proceed unhindered when thisis done. Certainly the first step 
is for the health department and local medical committee to secure that 
general practitioners are collectively and individually well-informed of the 
functions and training of Health Visitors and of the ways in which they can 
be helpful to the doctors and to agree on a positive policy of co-operation. 
Such a policy might well be based on the joint statement of principles by the 
British Medical Association and the Society of Medical Officers of Health(). 
The actual starting point of service may well vary but work with mothers and 
children would be a favourable point of departure. This would represent a 
common area of interest in which both parties could at the outset recognise 
and respect the qualifications of the other. It is necessary that both should 
have a chance to meet and discuss mutual problems. In Birmingham and 
Bristol, the offer of generous facilities at local authority clinics gave the 
opportunity. In Birmingham, a series of social engagements afforded an 
opportunity for doctors to meet the Health Visitors who would work in 
their area. In Newcastle, a Health Visitor sends a card to the doctor after 
she has made a “ first visit ” telling him when and where she can be found. 
Elsewhere, Health Visitors have called on doctors at their surgeries. It 
has been not less important that the employing authority has been prepared 
during the necessary period of experimentation to accept the risk that visiting 
for other purposes might temporarily suffer. Once co-operation has been 
established the authority and the Health Visitor should do everything to 
foster it. Where a Health Visitor visits a family on the doctor’s list for the 
first time, she should tell him. If she is embarrassed by demands for advice 
on a matter she knows the doctor has been dealing with, she should consult 
him as early as possible. If a doctor asks for a service at the head office 
the area Health Visitor should be told; if she can, she should provide it 
and herself report to the doctor. The object should be to channel all the 
doctor’s less urgent, complex or technical demands through her. What she 
cannot herself do, she will refer to colleagues. In all this, the crucial factor 
is the Health Visitor. If she succeeds she will have made a substantial 
contribution to family health and to the establishment of a family visiting 
service. 


HEALTH VISITORS AND HOSPITALS 


333. The Health Visitor’s position is perhaps at its most complex in the 
tangle of interests that surrounds the hospital services. She can, if she is 


(‘) Chapter I, paragraph 59. 
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closely associated with the general practitioners, play a useful part in simpli- 
fying matters provided suitable machinery can be developed for keeping all 
concerned in touch with events. The medical link between hospital and home 
lies in the relationship of consultant and general practitioner and it is 
important that there should be rapid communication between the two, to 
enable both to consider what will need to be done for the home-coming 
patient. At the hospital, the consultant will no doubt usually refer to the 
almoner’s department patients who require her help. The general practitioner 
for his part will look to the Health Visitor to discover what help is needed 
and arrange what is possible. If the best service is to be given it is obvious 
that adequate liaison must exist between the almoner and the Health 
Visitor. The object should be, with the help of the ward sister, to pool the 
available social and clinical information so that necessary and available 
help can be provided for the in-patient’s family or the patient on his dis- 
charge. If such liaison is to be effective there must be regular personal 
contact between Health Visitors, almoners and ward sisters. Hospital staffs, 
in particular, need to know where and how to get in touch directly with 
the Health Visitor who serves the area in which the patient lives. It 
may often happen, however, especially with large hospitals in big towns, 
that distances and the number of staff involved make it impracticable for 
all staff to be in regular direct contact on every case with which they deal. 
In such circumstances, arrangements similar to those we have suggested for 
the school health service might be made. The Health Visitors covering the 
area round the hospital might be made responsible for liaison between the 
hospital and other Health Visitors who may be concerned. 


334. We have already expressed the view that tuberculosis work should 
be regarded in future as part of the duties of the general duties Health 
Visitor. The pattern recommended in this particular case might well prove to 
be acceptable in the Health Visitor’s work with hospitals generally. Whatever 
special arrangements may be necessary in the earltest stages of illness, 
responsibility should be transferred to the area staff as quickly as possible. 
The Health Visitor’s part in the work of the chest clinic, round which 
organisation of the work will no doubt continue to centre, should be strictly 
related to her Health Visiting functions. Responsibility for the organisation 
of the clinic should rest with the hospital, which should provide suitable 
nursing and ancillary staff for the purpose. If the Health Visitor is not 
present when a patient suspected of having tuberculosis is dealt with, she 
should be notified promptly so that she can visit the patient in his home and 
report to the chest physician on the circumstances of the case. She should 
attend when necessary at clinics with the patient to discuss the case with 
the doctor and receive from him full guidance on the clinical care of the 
patient on which to base her educational and social work. Responsibility 
for keeping the general practitioner informed rests, of course, primarily 
with the consultant but in her routine contacts the Health Visitor will 
keep the practitioner in touch with events. She will continue to visit the 
patient and his family for so long as the need for health education and 
advice remains. It will be necessary to a much greater extent than at 
present to keep the Health Visitor in touch with the work of the Care 
Committees and the Health Visiting service should be represented on them. 
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HEALTH VISITORS AND SOCIAL WORKERS 


335. In her role as “family visitor” the Health Visitor will find it 
necessary in a number of cases to take some form of social action arising 
out of her health education mission or incidentally to the visit. The propor- 
tion is likely, of course, to increase as a result of her association with the 
general practitioner. In many such cases, the provision of a service or 
introduction to a useful agency or to another worker may be all that is 
required. The help of the Health Visitor may be needed in assessing the 
true need of the family or the reason why they cannot comply with some 
requirement. It should be possible to call on the Health Visitor to assist 
as a practical educator in reducing or eliminating the need for assistance 
or in enabling the family to gain the full benefit from it. There seems 
to be a tendency for staff to be specially employed for this purpose when 
the Health Visitor, visiting the same family for different reasons, might 
as easily give or co-operate in giving the practical guidance needed. In our 
view whenever a need for general family welfare of this order is recognised, 
serious considerations should be given to the part that the Health Visitor 
can play, information she is likely to have and her links with other workers, 
to avoid the necessity for duplicated visits and the creation of new types 
of staff. 


336. The Health Visitor may herself be able to deal satisfactorily by way 
of advice with many of the family welfare problems that she meets. In 
a substantial number of cases she will be handicapped by lack of time, 
however she arranges her work, or the problem may be beyond her ability 
to identify fully or deal with. Different techniques of approach, analysis 
and guidance may be needed to resolve it; a worker more detached from 
the life of the area may be desirable ; clients themselves will as often as not 
choose some other person than the familiar figure of the Health Visitor. In 
such situations the social case-worker has special advantages of skill and 
tactical position. A clear description of this kind of situation in which 
differences of function appear was put to us in evidence(!). It will be one of 
the most important aspects of “family visiting” to recognise the situations 
in which there is a need for the services of a social case-worker, to approach 
the worker whose help is needed and to co-operate in situations where both 
are necessarily concerned at the same time. In return, she may expect herself 
to be consulted and informed of matters that concern her, where a social 
worker is helping one of the families with whom she is concerned without 
her prior knowledge. How this aspect of the work should be approached 
will obviously depend to a large extent on local circumstances, the type of 
problem and the kind of help available, and no clear-cut guidance can be 
given. It the Health Visitor is trained to look for such situations and is given 
an area to look after with full opportunity to know its people and social 
welfare resources, she should gain by experience the ability to select the 
case that needs referral and look for the right help. The position will no doubt 
be clarified from the point of view of the social case-worker by the Working 
Party on Social Workers already mentioned(’). 


(?) Chapter I, paragraphs 74-75. 
(7) Younghusband Committee. 
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- SPECIALISATION IN HEALTH VISITING 


337. The field of work that we have described is very wide indeed and the 
functions that have been suggested, though narrow in terms, imply an exten- 
sive range of knowledge and a keen appreciation of the possibilities of team 
work with many other types of worker. The Health Visitor’s task will be of 
an even higher order than it now is and potentially of even greater social 
value. There must be a risk if the scope of a profession is made too wide 
that some aspects of it will receive insufficient attention by the general body 
of workers and specialisation on those aspects will become a necessity. That 
the danger is present even now is instanced by the situation in tuberculosis 
work in which field it is claimed that general duties staff deal with too few 
cases to become both expert and interested and can spend too little time on 
each case—partly also, however, because of over-insistence on routine visiting 
in other fields, under-emphasis on tuberculosis in training and shortage of 
staff. In some areas it may well be that for the immediate future tuberculosis 
will constitute such a risk that attention must be fully concentrated on it 
and specialisation may then be unavoidable. In some areas too there may 
be a case for the employment of specialists on particular subjects that call 
for special aptitude or extra training—such as major group education 
activities, liaison with mental hospitals or the supervision of persons with 
conditions requiring special help—for example diabetics. Generally, we 
should regard specialisation, however, as something of a danger because it 
would narrow the opportunities for service of the main body and reduce the 
attractiveness of the profession to first class people. There would be the 
risk that the specialist herself would in time lose touch with the main stream 
of professional thinking, to the detriment of both her clients and herself. 
Specialisation does little to relieve the burden on other staff who may still 
have to visit the same families for other purposes and it is extravagant of 
travelling time, for the area of operation of the specialist is naturally much 
larger. It must necessarily complicate the essential team work of family 
visiting. We think therefore that specialisation should be avoided or at least 
be kept within bounds. It should not be adopted unless it is clear that general 
duties staff cannot do the work. Some of the specialties that we examined 
during our visits, in relation to hospital after-care, for example, seemed to 
us to be properly within the scope of general duties. If specialisation is 
unavoidable it would be an advantage for the specialist to retain a small 
general duties area or return from time to time to general duties to keep 
more closely in touch with the trend of general development. 


A HIGHER GRADE OF FIELD WORKER 


338. It is, of course, self-evident that the range of ability among Health 
Visitors is wide. A minimum standard may be set but a substantial propor- 
tion rise above this. Our own experience, supported by that of disinterested 
witnesses, is that a proportion of Health Visitors are potentially capable of 
advanced work of the first order. There are, however, insufficient opportunities 
at present for those with greater ability to assume corresponding responsibility 
—we have noted in Chapter IV the lack of attractive promotion prospects(1)— 

(*) We do not regard the posts carrying small responsieelly allowances as a suaisiently 
attractive promotion for these purposes. 
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and there is some evidence that a few Health Visitors who can ill be spared 
are seeking greater satisfaction in other work. 


339. There will be, however, greater possibilities within the profession 
itself, as its scope grows larger. We should like to see recognised a senior 
grade, intermediate between the general duties staff and administrative 
appointments, with partly administrative but mainly field-work duties and 
covering the whole range of Health Visiting practice, that could utilise fully 
talent that is now under employed. Entry to the grade would be a form of 
merit-promotion and not merely the reward of seniority. Posts would be 
created not in a fixed ratio to the establishment but as and when they were 
justified by conditions. On the long-term we should hope that the grade 
could be reached comparatively early in the Health Visitor’s career, though 
after a sufficient period of practical experience of general work, and should 
in course of time be a step towards administrative and teaching posts. An 
important—perhaps the most important—function of the grade would be to 
provide the general grade with professional support close at hand. The holder 
of such a post could thus help to keep work at the family level and avoid 
too much reference to headquarters by acting as adviser to a group of Health 
Visitors in difficult cases, especially those requiring referral to case-work 
specialists. The group adviser might herself accept cases referred by Health 
Visitors for more intensive work. She would be well placed to do this for 
she would carry little or no routine case-load, would normally be dealing 
with relatively few cases in any event, and would be sufficiently detached 
from a particular area to gain many of the advantages that the highly selective 
specialist claims, not without reason, to hold. While she would naturally 
give most of her attention to problems of particular urgency in her area she 
would not in any narrower sense become a specialist. One of her duties might 
well be the organisation of area-case-conferences and liaison with other pro- 
fessional groups. She would be helped in this if she were based on one of the 
larger or more central clinics where she could also be responsible for the 
co-ordination of health education. One of her more important tasks would be 
to organise the practical training of student Health Visitors and help to 
arrange for student nurses or medical students from neighbouring hospitals 
and others to gain first hand experience of the work of Health Visitors. 
She should have newly trained recruits under her tutelage until they were 
sufficiently well established in their areas. She would have an important part 
to play in spreading new ideas and principles among existing staff. This 
might be particularly important in improving their “mental hygiene 
approach” to their day to day work. We refer to the new grade as group 
advisers. 


CHAPTER XII 


THE TRAINING OF HEALTH VISITORS 


340. The training of Health Visitors has always been taken in three parts— 
a hospital training, a maternity training and a public health course. Hospital 
training for most in the past and all in the present has meant training for 
registration as a sick children’s nurse or, in the great majority of cases, as a 
general nurse ; maternity training means Part I of the midwives’ qualification 


128 REPORT OF A WORKING PARTY ON HEALTH VISITING 


(and optionally the second part); and the public health element is essentially 
a post registration qualification. Each part has been prescribed hitherto by a 
separate training body, the nursing and maternity parts being designed for 
purposes that had little or nothing to do with the practice of Health Visiting 
and the final part taking account so far.as possible of what had gone before. 
A better co-ordination of the trainings Health Visitors are required to undergo 
is obviously desirable, though clearly difficult unless special arrangements 
are made with the various bodies concerned. Any such arrangements would, 
however, at the outset, have to take account of the extent to which each 
of these elements would still be necessary and could be provided. In any 
case for a considerable period the piecemeal approach will continue to be 
necessary and we shall, therefore, first consider the future content of each 
element separately. 


MATERNITY TRAINING 


341. The view has been expressed to us that Health Visitors could not 
carry out their functions under the National Health Service Acts or co-operate 
properly with the midwife without the full midwifery qualification. If Health 
Visitors intend to practise midwifery they must obviously become qualified. 
If they wish for personal reasons to qualify, there is nothing in the present 
arrangements to prevent them from doing this and then taking the Health 
Visitor training. We should hope that midwives would continue to be 
attracted to Health Visiting. We can see nothing, however, in the health 
education work of Health Visitors among mothers which would justify us in 
recommending that prospective Health Visitors should necessarily be required 
or even encouraged to qualify as midwives first. 


342. We should agree with most of our witnesses that the first part of the 
midwifery training, which is taken exclusively in hospital, is not really a 
suitable preparation for Health Visiting. The courses usually omit domiciliary 
experience and are institutional in character. They are, moreover, mainly 
concerned with cases that in any event should not be confined at home. 
Student status is not yet general in midwifery training schools and much time 
we feel may be spent in them by prospective Health Visitors that could, 
for their purposes, be better spent elsewhere. A purely domiliciary training 
would not be satisfactory and in any event Part II of the midwifery certificate 
(which mainly deals with domiciliary work) cannot be separated from Part I. 
A combination of both hospital and domiciliary experience would be desirable 
but a telescoped version of both parts of the course is, we think, not likely — 
to be approved by the Central Midwives Boards as a contribution towards 
qualification for the State certificate. 


343. We think there would be wide support for a special maternity course 
for prospective Health Visitors designed not to qualify them to practise as 
midwives but to prepare them specifically for health education in the ante- 
natal and neo-natal periods and for co-operation with the doctor and midwife 
at these times. Such a special course would outline the nature of normal 
pregnancy, birth and post-natal periods and the work of the doctor, midwife, 
physiotherapist and others in the preparation of the mother for the birth, 
her care thereafter and the care of the newborn child. It would sketch the 
commonest kinds of abnormality and the measures needed to deal with 
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them, During the course the student should have the advantage of being 
present at births, both in the home and in the hospital and we are advised 
that this may be possible under midwifery legislation. Special attention 
should be paid to the effect of pregnancy and childbirth on the family. 
Emphasis should be laid on co-operation and the importance of proper 
arrangements for transfer of responsibility from midwife to Health Visitor 
without a break in continuity of care. The actual length of the course would 
be a matter for determination by the bodies responsible for training. We can 
see no reason, however, why students with full status as such should not 
normally get the knowledge and experience they need in a maximum of three 
months. The course would precede and be co-ordinated with the Health 
Visitor’s training course but would be separate from it, since many future 
Health Visitor students would have a full midwifery qualification. No separate 
examination or record of training would be needed, since the object of the 
course would be solely to prepare students who were not midwives for the 
Health Visitor training. 


344. The syllabus of the course should be prescribed by the bodies centrally 
responsible for Health Visitor training, with the advice and help of the 
Central Midwives Board as the principal authorities on midwifery training. 
The courses themselves should be the responsibility of the Health Visitor 
training centres, the students being regarded as having commenced the Health 
Visitor training when they enter the maternity course. The centres would 
necessarily have to work closely with the hospitals and local health authorities 
actually providing midwifery training where co-operation would obviously 
be needed. Midwives should play a large part in giving the training. 


345. Since in our view the first part of the midwifery training does not 
provide a satisfactory preparation for Health Visitor students, we recommend 
that it should cease to be regarded as a qualification for entry to training 
as soon as sufficient maternity courses are established. As we have already 
indicated, fully qualified midwives would, of course, be admitted without 
further preparation. 


NuRSE TRAINING 


346. It is obvious—and all our witnesses would, we think, agree—that 
the work of a family visitor of the kind we have described will demand a 
good background of knowledge of the nature of illness and its effects and 
methods of treatment and rehabilitation. Doubts have been expressed by 
some as to whether the present requirements—registration as a general or 
sick children’s nurse—are the best preparation for a Health Visitor. While 
the great majority of witnesses were in no doubt that Health Visitors must 
continue to be registered nurses, their views about nurse training generally 
indicate that the desirability of other arrangements is at least worth 
considering. 


347. Experience with children, whether in sickness or in health, must be 
of advantage to the prospective Health Visitor. In our view, however, training 
asa sick children’s nurse alone would not provide a sufficient background 
of knowledge for the wider field of work that we envisage for a family 
visitor. Very few children’s nurses in fact go on to become Health Visitors 
each year. We do not recommend, that, for the future, registration as a 
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sick children’s nurse alone should be recognised as a qualification for entry 
to Health Visitor training. Any specialised nurse training would, of course, 
also be of value—for example, mental nurse training. Only training of the 
character of general nursing, however, would be likely to give the opportunity 
for acquiring the background that will be needed. In using the term nurse, 
therefore, we refer to general nurses. 


348. One of the objections to requiring Health Visitors to train first as 
nurses, as put to us, was the incompatibility of nurse training with Health 
Visitor training and practice. Hospital training has been institutional in 
character and has provided little or no opportunity for treating patients as 
whole persons, observing the social aspects of illness or gaining experience 
of domiciliary work. The long period spent in curative nursing has made 
the adjustment to a preventive outlook difficult. The necessary obedience 
of the student nurse to those in authority has produced an attitude difficult 
for some nurses to shake off when undertaking Health Visitor training. The 
unquestioned authority of nurses over their patients in hospital has made 
it difficult for some to refrain from adopting the same attitude in the relation- 
ship with clients at home. In our view, while there is force in these objections, 
it would be wrong to accept them as a valid generalisation applicable to 
ali nurses. They would certainly, we think, be less applicable to the particular 
group of nurses who have the qualifications of intelligence and personality 
that we should wish to see in future recruits. The objections lose in strength, 
moreover, as hospital experience recedes in the memory and other experiences 
are superimposed. Many Health Visitors are now, and we hope in future 
will be, drawn from home nurses and domiciliary midwives, who, though 
still having a working relationship similar to that of hospital staffs, will 
have undergone the modifying experience of domiciliary training and practice. 
In any case, the training of nurses is now undergoing changes which should 
do much to alter the outlook of potential Health Visitors in future. The 
General Nursing Councils have revised their syllabuses recently with the 
object of keeping the preventive aspects in view throughout training and 
of arousing interest in preventive measures and social medicine from the 
outset. To quote from the guide to the new syllabus issued by the General 
Nursing Council for England and Wales: 

“The aim should be to give the student nurse an overall picture of the 
public health services, and all that they offer to the service of the community 
both in preventive and curative work, an outline view of the various pro- 
visions of the State in the way of family allowances, employment of disabled 
persons and other special categories, and to awaken her interest in the 
responsibilities of every nurse as a health teacher no matter where she 
may be carrying out her nursing duties. . . [Training should] bring home: 
to the student the fact that the patient in whose care she is participating 
is an individual with family, economic and social problems resulting from 
his illness, and not merely an example of a certain disease being nursed in 
a bed in a hospital. 

The Health Service should be regarded as a whole, inter-relating the 
care given to the individual by all who participate, the General Practitioner, 
the Public Health Service and the Hospitals.” 

We are encouraged to think that in a few years, there may be less ground 
for doubting whether nurse-training is a suitable preparation for Health 
Visiting on the ground that it prevents the development of a preventive attitude 
of mind. 
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349. The objection is also raised that the knowledge the nurse acquires in 
hospital is more than the Health Visitor needs in some respects and less in 
others. Nurse training undoubtedly supplies much of the knowledge and 
experience that Health Visitors would need to carry out their functions, by 
whatever method they were trained. On the other hand it is true that at present 
very many nurses have insufficient experience of work with children or with 
the mentally ill, the tuberculous or of chronic illness generally and a great 
deal more has to be put into the Health Visitors’ course on these subjects than 
should be necessary. It is also true that nursing and nurse-training are tending 
to become more and more technical in character and knowledge and skills 
are necessarily acquired that now have little practical application in Health 
Visiting and in future will have proportionately less if the Health Visitor 
becomes more involved in purely social action. We understand, however, that 
steps are already being taken to remedy deficiencies of experience in the form 
of experimental arrangements for students to receive part of their training 
in specialised hospitals. We have been informed by the General Nursing 
Council for England and Wales that they would see no objection to modifica- 
tion of the training so that over-concentration on the purely technical could 
be avoided in the case of the student who desired to go on to Health Visiting. 
The revision of the nursing syllabuses to broaden the student’s outlook will 
not make any lighter the syllabus of Health Visitor training itself but the 
earlier approach to public health work will greatly help to introduce the 
student to the detail of preventive work. We are confident therefore that some 
at least of the objections to the nature of the content of nurse-training will 
also be removed or greatly reduced. 


350. It can be argued that the nurse-training course is in any case too 
long and some would go so far as to say that nurse-training is not necessary at 
all, since Health Visitors will not be practising as nurses for the sick. We 
should, of course, see great advantages for Health Visiting if the nurse-training 
course were shorter and we return to this point later. For many years, however, 
it is unlikely to be practicable for hospitals to provide, side by side with 
nursing courses, any other form of training that will provide as effectively as 
nurse-training the essential background of knowledge for large numbers of 
Health Visitor students. On this ground alone it would be necessary to 
continue to regard nurse-training as an essential preparation for Health 
Visiting. There is, however, a more important consideration, the effect on the 
status of the Health Visitor. It is, of course, true that the reputation of any 
worker giving service to the public depends less on formal qualifications 
than on the quality of the service. Nevertheless, it is clear from the evidence 
presented to us by doctors, nurses and Health Visitors of wide experience that 
Health Visitors have been greatly helped in their relationships with members 
of the public and medical and nursing colleagues by being known as nurses. 
To earn such recognition they must follow a course of training that leads to 
registration. We should not think it practicable or wise to recommend that 
training and registration as a nurse ——- cease to be one of the qualifications 
of Health Visitors in future. 


PuBLIC HEALTH TRAINING OF HEALTH VISITORS 


351. We do not think a useful purpose would be served by attempting our- 
selves to describe in detail the content of the Health Visitor course. These 
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are matters to which the training bodies ought to direct their attention. They 
will need to have full scope for frequent review of the content of and approach 
to training in a constantly developing social setting. We intend merely to deal 
with the general considerations that we think they might have in mind. 


252. Witnesses’ criticisms of the existing courses are to the effect that they 
are too short, too crammed, too theoretical and too little concerned with 
modern views on psychological aspects and family relationships. There is 
said to be a tendency to repeat matter covered in previous training. The 
range of subjects on which students may be examined is so wide that the 
training centres are said to be overmuch concerned with preparing students 
for an academic examination rather than with giving them a sound practical 
professional education. The nature and manner of providing practical 
experience has been singled out for criticism by some. We have examined 
the syllabus of the examining bodies and have reached the conclusion 
independently that while this undoubtedly covers the range of subject matter, 
most careful guidance would have to be given to training centres on the 
weight to be attached to particular subjects. 


353. Generally, we think that the objects of training should be two— 
firstly, to provide the Health Visitor with the essential additional technical 
knowledge that she immediately needs for her own work and, secondly, to 
give her a clear picture of family welfare services and her part in them. 
No attempt should be made to give the student the full range of knowledge 
that an experienced Health Visitor has. It is enough that she should know 
the principles well and know where to look for further help as and when 
the need arises. Two things follow from this proposition. In the first place, 
students must be selected who can profitably follow such a course of study. 
We do not think an arbitrary limit should be imposed even if one readily 
suggested itself. A good academic record is not alone a qualification. 
Personality, temperament and adaptability count for at least as much. It is 
obvious that students must have the imagination and power of expression 
which will enable them to communicate orally or in writing their views on 
fairly complicated situations to colleagues with a wide range of interests. 
Selectors we feel should look for, as a minimum, intellectual ability 
sufficient to have enabled the student to reach the standard of the General 
Certificate of Education or its Scottish counterpart, coupled with personal 
qualities and enthusiasm. They will no doubt take full account of such 
evidence as the student’s nurse and midwifery training record offers them. 
In the second place, we should not regard the newly qualified Health Visitor 
as fully competent to undertake at once the whole range of Health Visiting 
responsibilities. Great care should be taken—even in conditions of staff 
shortage—to introduce the new Health Visitor to the area, to each branch 
of work and to her colleagues in all services. An experienced Health Visitor 
—preferably the group adviser we have already envisaged—might be given 
special responsibility in this regard. 


354. Nurse-training will have introduced Health - Visitors. to a nature 
of a wide range of illnesses and made them familiar with the structure of 
the body and the physical. processes. that lead to illness and students will 
have had experience of all sorts and conditions of people who are sick. 
Midwifery or maternity training will have given them insight into the 
problems of pregnancy, the lying-in period and infant feeding. The Health 
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Visitors’ course will build on that foundation. It will continue to be important 
that the course should deal thoroughly with problems of child develop- 
ment. Attention should be paid to the wide variations that can occur 
in normal development and to the adjustment of advice to suit the individual 
case. Students will need to pay attention still to the common illnesses 
of children, particularly respiratory ailments and infectious diseases, to 
tuberculosis and the physical processes of ageing and the measures necessary 
to mitigate their effects. These are all matters with which Health Visitors 
will have a special concern. The problem of training, for the rest, seems 
to lie in the marshalling of medical knowledge already acquired and relating 
it to the facts of domiciliary practice. Like the general practitioner with 
whom she will work the Health Visitor will find the nature of illnesses 
met in hospital to be very different from those met in the home. She needs, 
therefore, to know more in a general way of the nature, frequency, early 
signs and course of common ailments, firstly so that she can be of maximum 
help to the general practitioner and secondly to help families effectively in 
the management of illness at home, co-ordinating her own work with that 
of the home nursing and home help services. She will need to have an 
insight into the after-effects of serious illness, the management of con- 
valescence at home and rehabilitation. Naturally she should be introduced 
to the problems of long term disability, chronic illness and permanent 
handicap. 


355. Practical knowledge of domestic management will be of great value 
to Health Visitors. The ability to help mothers to help themselves will 
simplify the health education problems of the Health Visitor. Under this 
head we should include, for example, household budgeting and marketing, 
healthy dietary, and other aspects of practical housewifery. Special attention 
will need to be paid to the adaptation of advice to the circumstances of 
different families and different areas, to the re-adjustment of rehoused 
families to new and unfamiliar conditions and to the prevention of accidents 
in the home. Practical exercises should if anything be devoted to the 
encouragement of resourceful improvisation in difficult circumstances. 


356. In the course of her hospital training the student will in future be given 
some insight into the social services which are available to help the family 
in sickness. This will be a useful preparation for the introduction of the 
student to the social aspects of her profession, which will bulk ever larger. 
The Health Visitor, associated with general practice, with hospital after-care 
and rehabilitation, with the care of the chronic sick and the aged will be to 
a greater degree than at present concerned with the social implications of 
the disabilities or potential disabilities with which she is concerned. She will 
thus find it more and more necessary to have a working knowledge of the 
functions of other social services provided either by central and local govern- 
ment or by voluntary bodies. It is essential that she should have a general 
picture of the patterns of the inter-relationship of services, of the general 
objectives and method of approach of each service and of the kind of contri- 
bution which each can make to her problem and which she can make to 
theirs. The importance should be emphasised of studying the resources in 
a particular area and of knowing personally those to whom it may be neces- 
sary to turn for help so that sympathetic co-operation can be more rapidly 
and easily enlisted. 
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357. In all her work the Health Visitor will and ought to be concerned 
with family welfare in a wide sense. It follows that this should be the 
theme dominating her entire training. Whether the subject-matter is con- 
cerned primarily with the mother, the young child or school child, the ageing 
or aged, the sick, convalescent or handicapped, the family setting must be 
depicted and relationships within the family and between the family and 
society must be brought into due prominence. It will not always be the case 
that personal relationships will be a vital factor in the health education 
or social action in which the Health Visitor deals directly. The object of 
training should be to enable her to recognise the cases where they are 
important, not only to make her own work effective but to enable her to 
call others to her aid or—just as important—to bring cases to the notice of 
and advise other agencies more intimately concerned with a developing issue. 
Relationships are one aspect of the complex concept of “ mental hygiene ” on 
which most witnesses have laid much emphasis. We think that they are right 
to do so, but careful attention to training will be needed to avoid too great 
a stress on highly technical matter which calls for an arduous training beyond 
the scope of the general duties Health Visitor. We think a satisfactory 
solution may be obtained if training aims throughout at introducing Health 
Visitors to the psychological aspects generally of the cases with which they 
deal, the selection of the means of approach and the framing of advice to 
produce the desired results in the light of those aspects. A great deal will 
obviously turn on the establishment of the first contact and the development 
of a confidential relationship. Considerable attention should be paid to the 
technique of interview, whether at home or at the clinic. We have stressed 
the importance of “ first-aid”. This implies also sympathetic listening perhaps 
merely to provide an outlet for a burden of hidden and irrational anxiety. 
It also implies the ability to stimulate, for many clients will have great diffi- 
culty in taking the first step. We have already suggested that the part the 
Health Visitor will take in the care of established mental illness will be 
essentially supportive though she may need to play a more active role in 
the absence of specialist help. We regard training for this as really a 
specialised aspect of “mental hygiene” calling for more guided observation 
and demonstration rather than for more extensive technical knowledge. We 
have indicated that not more than a broad and general introduction to 
psychological theory is needed. We make an exception in the case of 
mothers and children. While no attempt should be made to produce a 
technician, courses should concentrate on the psychological development of 
the children up to adolescence and especially on the relationship of parents 
and children, not only to improve the value of the Health Visitor’s own work 
but to enable her to give the maximum help to the expert medical and non- 
medical staff concerned with the promotion of satisfactory mental develop- 
ment and the re-adjustment of departure from the normal. 


358. The whole course of training should be practical in approach. The 
minimum of theory should be presented in lecture form and the aim should 
be to put before the student principles to be developed and illustrated by 
other means. We attach importance to private study, tutorials and case- 
studies for this purpose. Group discussions, in which experts (such as paedia- 
tricians, chest physicians, psychiatrists or specialist case-workers) present and 
discuss their own point of view on prepared cases, should figure prominently 
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in the curriculum. Demonstrations, observation visits, the carrying out of 
surveys and projects are other useful means of securing practical student- 
participation. It may be desirable to introduce certain blocks of technical 
study at an early stage because of their intrinsic importance or because 
they link up easily with earlier work. As soon as possible in courses, 
however, students should be introduced to practical work, whether in the 
clinic or the home. At a few centres selected cases are assigned to a 
student under supervision at an early stage; these are studied in practical 
work throughout the course and used as illustrative material at case discussions 
and as the basis for tutorials. There is much to commend this practice which 
might lead up to a period of semi-independent practical area work as a final 
stage in training. Much of the work the Health Visitor will do, however, 
will involve co-operation and the best form of training would no doubt 
be attachment to services for experience. If possible the student should be 
introduced to her mentors early and go to them for practical work as the 
course progresses, her tutor acting as the interpreter and co-ordinator of their 
teaching. It would be of particular advantage for a student to be attached 
for practical training to a Health Visitor who is experienced in working with 
a general practitioner. 


359. Attention should be paid to the technical equipment of Health Visitors 
for their immediate work. As health educators they need to be familiar with 
all methods of propaganda. Their practical instruction in home visiting should 
give them a good introduction to the problems of on-the-spot education in 
the home. They need, however, also practical training in the techniques of 
group education in clinics—the use of visual aids, construction of displays 
and oral methods including not only talks to groups but the stimulation and 
guiding of group discussions which can be even more effective. The teaching 
of school classes, lecturing to public audiences and organisation of health 
education programmes call for some specialisation; while the basic course 
should touch on these aspects of teaching technique, it need not be concerned 
unduly with them. Health Visitors will be increasingly concerned with con- 
ference work of many descriptions. This will absorb little of the working 
week of most but all should be prepared, by practical training, for participa- 
tion in case conferences with other workers, in care committees, parent teacher 
associations and mothers’ clubs, etc. A point on which many Health Visitors 
are open to criticism is the quality of record keeping and report-writing. 
While it is generally agreed that Health Visitors acquire a comprehensive 
knowledge of the families they visit, they are often said to be at fault 
because they tend to report in stereotyped fashion only on the bare facts 
of the situation—often the environmental facts—and express judgments so 
tersely that other workers have difficulty in interpreting them. We think 
ample opportunities should be afforded to students to practise the very 
necessary art of studying the needs of the consumer, that is, in this case, 
looking for and presenting in the most suitable way the kind of information 
that the addressee of the report is seeking. Many Health Visitors have the 
opportunity to assist in surveys for the purpose of medical and social research 
questions. Their special training and unique opportunities for home visiting 
make them often invaluable for this purpose. This should not be lost 
sight of in training. 
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360. The length of time that can be given to the training of the Health 
Visitor necessarily, if regrettably, is a balance between the ideal and the 
practicable. There must be a limit to the amount of time that can be spent 
On training, determined partly by its content and objectives, partly by the 
possibility of attracting recruits to take it and partly also by sheer economy. 
At present a number of courses are still only six months in duration and 
this we regard as inadequate. A majority in England and Wales last nine 
months. Even if these were revised to reduce their purely theoretical content, 
more than all the time saved would be needed to include the practical 
teaching based on cases, the exercises in co-operation and the practical 
experience that we consider necessary. We think a reasonably adequate training 
could be given in a minimum of nine months and not more than twelve 
months should be needed, taking account of necessary holiday breaks. If 
three years are required for nurse training and three months for a maternity 
course—the choice we imagine of many future students—the total period 
of training would, as at present, be four years at least and not more than 
four years and three months (producing a certificated Health Visitor at 
a minimum age of about 23 years). Our recommendations would thus have 
the effect mainly of redistributing the content of the period. They would 
not reduce the length of training needed. 


INTEGRATED COURSES 


361. In any event, for many years, the majority of Health Visitors will 
still need to be recruited in the manner now customary, i.e. after taking a 
succession of trainings designed for different purposes, though one unnecessary 
diversion to institutional midwifery training will we hope increasingly be 
avoided by the establishment of the special maternity course. We are satisfied 
that there are no overwhelming objections to this arrangement and it should 
produce Health Visitors competent to do the work we envisage. We do not, 
however, regard this as the most satisfactory mode of training by any means. 
We have had the opportunity of discussing with Southampton University a 
proposed course which aims at giving students completely integrated training 
at the University and at St. Thomas’ Hospital, leading to both registration 
as a nurse and the Health Visitor’s certificate. This proposal is at an 
advanced stage and we know that another similar scheme is being planned. 
We strongly endorse experiments of this kind. Their appeal will at first 
be limited for they are necessarily intended for students entering the profession 
from school or University or from some other form of work and these are 
at present a small minority of the students coming forward. It is likely, 
however, that such courses, which from the outset keep the end in view and 
relate all theoretical and practical instruction to it, will be the only means 
of attracting substantial numbers of recruits directly into Health Visiting. 
In our view such courses would largely obviate the objections that are raised 
to the present training sequence. We should hope that eventually the majority 
of recruits would be trained on these principles. 


362. The length of training is probably not a serious deterrent to good 
recruits under the present arrangements; they do not see before them a 
four year long (or longer) period of training but a comparatively short course 
leading to a new kind of work in which they have recently become interested. 
The outlook may be very different for those embarking on a career for 
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the first time. In practice, experiments in integration may not overcome the 
difficulty of the length of training. There would be every advantage in 
shortening the course if this could be done without detracting from its 
effectiveness. In this connection it is inevitable that consideration should be 
given to the time required to satisfy the requirements of nurse-training. In 
the case of the Southampton experiment, we understand, the General Nursing 
Council were able to approve, under the Nurses’ Act, 1949, an experimental 
variation which would have reduced the period of training in hospital but 
advantage could not be taken of it to shorten the course. It may be possible 
for them to consider whether other variations could be introduced which 
would make effectively for shorter integrated courses. 


363. Like most of our witnesses, we have been impressed with the possi- 
bities of the principles of training recommended by the Nurses’ Working 
Party (1947), though not necessarily endorsing all its views. It will be recalled 
that a three year system of training was recommended, registration being 
granted after two years. In this period, eighteen months would be devoted 
to the fundamentals common to all fields of nursing and the remaining six 
months to concentrated study and training in a chosen field. Before being 
licensed to practise, the nurse would be required to complete satisfactorily 
a further year’s work under supervision. Registration would presumably 
confer a common status, whatever form of specialised training was sub- 
sequently taken. It was an important proviso that nurses undergoing training 
should have full student status. This may not be practical politics for many 
years so far as the generality of student nurses is concerned. 


It is of course for those concerned with nurse-training as a whole to 
consider, irrespective of the question of student status, how far it would 
be appropriate to move towards the principles advocated by the Nurses’ 
Working Party. This is not a matter on which we are required or indeed 
are competent to make recommendations. We earnestly hope, however, that 
if under the Nurses Act, 1949, experiments in this direction are contemplated 
the marked advantages to Health Visiting of a shorter overall period of 
training will be borne in mind. It might well be that the most satisfactory field 
for initial experiments in a shorter training would be the integrated nurse- 
Health Visitor courses, designed as they are for workers who intend from 
the outset to devote themselves to preventive work and who—if current 
experience is any guide—are unlikely to make active nursing practice their 
vocation. We hope that the central training bodies will find it possible to 
discuss with the General Nursing Councils and any interested hospitals the 
practicability of such shorter courses leading to both qualifications. 


364. There may well be room for a number of experiments in training, 
in what is truly a transitional stage, provided minimum standards of 
proficiency are set and parity of esteem is enjoyed by the staff trained 
in each experimental form. For example, if the length of the nurse-training 
element could be reduced, the way would be open for a longer public health 
element in the training. Such longer courses, held in closer association with 
the Universities, might have a greater appeal to those with higher educational 
qualifications. It might also be possible so to arrange courses that nurses, 
midwives or social workers need take only those parts that would comple- 
ment their existing qualifications. All these and other possibilities should 
be examined side by side to determine what ultimately may be the best 
arrangements. 
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FURTHER TRAINING OF GENERAL DUTIES STAFF 


365. One of the purposes of the Health Visiting course will be to impress 
the necessity for continued study. The Health Visitor herself has a respon~ 
sibility to keep abreast of current developments in health and welfare and 
local authorities should help by giving her access to library facilities and 
relevant professional journals. Individual study and experience in isolation 
are, however, not enough. It should be one of the objects of administration 
to avoid the risks of isolation by affording Health Visitors the opportunity 
to meet for discussion of common professional problems both among them- 
selves and with the medical and other staff of the authority. In-service 
refresher courses can help greatly to keep Health Visitors more closely 
informed of changes affecting their work and to formulate a common health 
education policy for the area. A wider field of contacts is, however, desirable. 
Experienced Health Visitors should have the opportunity of attending 
national conferences and meetings the objects of which are educational 
in character and which bear closely on the work of the Health Visitor. It is 
the practice of many authorities to arrange for the attendance of staff at 
approved refresher courses provided by such organisations as the Central 
and Scottish Councils for Health Education, the Royal College of Nursing 
and the Women Public Health Officers’ Association. Reasonable expendi- 
ture on such staff training is now recognised for grant purposes. We think 
such courses will make a vital contribution in future to the re-training of 
Health Visitors to meet new tasks and they should be of good quality ; 
approval of the courses should be one of the duties of the central training 
bodies. Employing authorities should ensure that all Health Visitors have 
the opportunity of attendance at such courses at least once every five years. 
This should apply equally to qualified and acting staff. Some expansion of 
the number of such courses will be necessary if all who need refresher 
training are to have it. | 

366. Many senior staff might welcome the opportunity of studying for a 
short time the problems of administering the service for which they are 
responsible. It would be a great advantage if courses, covering a wide 
field of health and welfare administration, could be held which administrative 
Health Visitors could attend with the heads of other services. 


ADVANCED TRAINING 


367. We have recommended the establishment of a higher grade of field 
worker able to act as an adviser and consultant to the basic grade, to take 
over cases of greater difficulty, to assist in in-service training and to help 
in linking up the Health Visiting and social welfare services. In course of 
time we should expect that senior administrative officers would be chosen 
from this grade. Preparation for such posts must include experience of the 
practical problems of Health Visiting. We should expect that normally this 
would be obtained within about five years of first taking up work. Experience 
alone, however, would not suffice. We recommend that one or more Univer- 
sities should be invited to institute courses to provide the advanced training 
that would be needed to carry out the recommended functions. These would 
have a status similar to that of sister-tutor courses now provided for hospital 
nursing staff and would be recognised by the award of a diploma. Sister-tutor 
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courses in England and Wales at present last two years. These are, however, 
partly in the nature of refresher training since, unlike Health Visitors, student 
sister-tutors will usually have had no further formal professional training since 
registration. The diploma course for Health Visitors on the other hand will 
have as its background a post registration course lasting about a year. We 
should not think it necessary for the advanced training to occupy more than 
an academic year. It would, of course, be a great advantage if the diploma 
course were related where suitable to the training of social workers, to ensure 
a common approach to common problems. 


368. If Health Visitor training is to be fully effective it is essential that 
adequate tutorial staffs should be provided. The work of the tutor calls for 
wide knowledge of health and welfare work, including adequate knowledge 
of the work of the professions with which Health Visitors co-operate. Most 
of the formal teaching and lecturing to Health Visitors, we imagine, will 
be done by experts in their own fields called in for the occasion and they 
will play a large part in the less formal and equally important case con- 
ferences and discussions. The tutor’s task will be to interpret, clarify and 
co-ordinate the teaching of others and to be constantly available to advise 
and guide the student throughout the course and to encourage further study. 
Especially she will be concerned with helping the student to apply her 
knowledge of principles practically to the cases which may be allocated for 
study. We have no doubt that tutorial posts must be held by experienced 
Health Visitors with proper qualifications. There is at present a shortage of 
qualified tutors and this will be felt acutely, if training places are rapidly 
increased. We consider therefore that it will be necessary to institute in 
the near future one-year courses of University standard in order to fill the 
immediate gap. When the deficiency has been made good, the need for 
regular specialised courses would obviously be greatly reduced. The advanced 
training recommended for group advisers, which would deal with staff training 
problems among other matters, should be an adequate preparation for the 
junior grade of tutor and on the long term this might be the ordinary mode 
of entry to such posts. Thus there would be eventually a uniform basis of 
qualification for all senior staff in Health Visiting. This might facilitate 
interchange between teaching and other staff and help to insure against any 
risk of divorce between teaching and practice. 


CHAPTER XII 


THE ORGANISATION AND FINANCE OF 
HEALTH VISITOR TRAINING 


369. We feel that modification of the present arrangements will be necessary 
in the future if Health Visiting and Health Visitor training are to develop as 
fast as we would wish. A variety of arrangements exists at present—and we 
see no objection in principle to varying approaches—but in most cases it is 
clear that the influence of the employing authority is dominant. There are, 
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of course, advantages in the organisation of training by employers, who know 
what their immediate needs are and can thus ensure that they will be satisfied. 
On the other hand there are risks that training will be over-influenced by 
local and temporary considerations and will not satisfactorily provide for a 
nation-wide service with a high enough standard of qualification nor forsee 
quickly enough the changes that may be needed to meet changing needs. 
Health Visiting, though a purely local authority service, is a service that all 
local health and education authorities must have. It is necessary, therefore, 
that all should be able to rely on a common standard of training and not one 
that may vary with the local needs of the service in the areas of the com- 
paratively few training centres. It is fair, too, that all should contribute to 
the cost of training and not rely on the generosity of the few. Assisted 
training schemes are common but far from uniform, with the result that the 
opportunity for training may depend on the accident of location and first 
class recruits may accordingly be lost. The possibility of a too parochial view 
would no doubt be avoided if training was in purely professional and 
educational hands. There would be, however, a corresponding risk of a too 
academic approach to Health Visiting. This risk would be the greater because 
the scope of Health Visiting will extend more and more into social action 
with cases where some breakdown has already occurred and the fact that 
Health Visiting is basically concerned with the normal might easily be 
obscured. The term “employer ” itself, moreover, must necessarily take on a 
wider meaning than “employing authority ” since Health Visitors will be 
for a substantial part of their time working with or for other agencies, such , 
as the hospitals and the general practitioner. These considerations lead us to 
' suggest an organisation that, while ensuring representation of the employers’ 
- point of view, distributes responsibility over a wider field and brings to bear 
a wider view-point. We are loth to suggest new forms of administrative 
_ machinery. The changes we suggest, however, entail a uniform and different 
- approach to financing which an organisation independent of the employing 
authority could more easily apply. 
THE ROLE OF THE UNIVERSITIES IN TRAINING 


370. The courses of basic and refresher training that we visualise for 
general duties staff are not of University degree or diploma character. It is 
doubtful if all students could satisfy Universities of their fitness for such a 
course in any case and certain that Universities would not be able to absorb 
the large number of students requiring training. At present a number of 
Universities are closely interested in the Health Visitor training and in some 
cases the University plays a major part in the administration of the course or 
is wholly responsible for it. We consider that the co-operation of Universities 
in training will continue to be invaluable and we hope that as many as possible 
will give their help. We think it likely that Universities would generally wish 
to exert their influence both at the centre and locally by helping to co-ordinate 
training with other training courses to promote a common approach; by 
supplying advice from their wider and more detached view-point and, on the 
basis of research into health and welfare problems, on the method and 
content of training ; and by arranging for the co-operation of University staffs. 
All courses should if possible be established in or near University centres to 
enlist the interest and help of the University within whose sphere of influence 


4 


_ Offered. We should, of course, hope that Universities would establish diploma 
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the area is and to take the fullest advantage of the facilities that can be 


_ courses themselves for the advanced training of group advisers. 


CENTRAL TRAINING BODIES 


371. The primary function of the central training bodies should be to devise 
a national syllabus and to review it periodically in order to take account of 
changing needs and the problems of training centres. They should be respon- 
sible, taking account of the representations of local health authorities, for 
deciding in which areas training centres should be established and approving 
the constitution of the managing body, the administrative arrangements and 
the curriculum. They should have power to arrange for inspection of training 
and to withdraw approval, if necessary. The central bodies should actively 
encourage integrated training and should approve the maternity courses 
provided by centres and refresher courses provided by centres and others. 


They should arrange with Universities willing to help for diploma courses | 
to be set up. They should have financial functions, which are described in | 


paragraphs 378-383. 


372. The bodies would determine the form of examinations for qualifica- 
tion and appoint examiners. The examination should be related as closely 
as possible to practical ability and the examining team should be carefully 
selected with this need in mind. Examinations should be held, if possible, 
at the centres themselves and account should be taken of course records and 


tutors’ reports. We should see no objection to internal examinations, where : 
a University had agreed to accept responsibility for the conduct of the 


training course and examinations. The central bodies should also be respon- 
sible for the issue to successful students of the certificate of qualification to 
practise. They might also do so on the basis of approved internal examina- 


tions and agree to the issue of certificates by training centres, if satisfied | 


these would have equal esteem with the national certificate. 


373. We should not think any central register necessary other than the 
central bodies’ records of issue of certificates. We are concerned only with 
employment by a limited number of employers and the activities of Health 
Visitors as such beyond this field do not seem relevant. It would be a 
matter of importance, however, that staff of lesser qualification were not 
used for the Health Visitor’s work. We, therefore, recommend that the 
Regulations requiring local health authorities to employ qualified staff unless 
the Minister of Health otherwise approves should be maintained and that 
similar Regulations should be made in Scotland. The problem of possible 
under-employment in the educational field cannot, we are advised, practicably 
be dealt with by Regulations; it will, however, be in the interest of the 
employing departments—usually, the local health authorities—to ensure that 
the time of skilled staff is wholly devoted to skilled work. 


374. The constitution of the central bodies should adequately reflect the 
interests surrounding Health Visiting. It will clearly be necessary that 
employing, professional and educational interests should be represented. 
The general balance of representation should be such that the professional 
and educational interests—the Health Visitors’ organisations, the training 
centres and the Universities—should together be in a slight majority. There 
are, however, a great many persons and organisations that will have a 
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deep interest in the efficiency of the service and therefore of training. It 
might be an advantage to constitute both an executive body of non-represen- 
tative experts and an advisory body representing the interests most intimately 
concerned. Even so, it will be necessary for the central bodies to consult 
fairly widely beyond the field of representation. 


375. We see no convincing ground for recommending the creation of a 
training organisation to cover Great Britain as a whole, provided that the 
separate organisations for England and Wales and for Scotland are sufficiently 
co-ordinated to ensure that the qualifications established by each are mutually 
acceptable. The Royal Society for the Promotion of Health and the Royal 
Sanitary Association for Scotland have borne admirably the thankless task 
of organising examinations for many years and their work has had a wide 
measure of acceptability. If they are willing to accept responsibility there 
seems no reason why they should not continue to be the examining bodies 
and add to their functions the other duties of the central training bodies 
that we have described above. It would be necessary for their existing 
committees to be re-formed with the broader basis of representation we 
have outlined. The Society and the Association would naturally then have 
some representation on them. If this arrangement proves unacceptable, we 
should recommend the establishment of entirely separate bodies, under the 
auspices of the Government departments concerned. 


HEALTH VISITOR TRAINING CENTRES 


376. ‘We should expect that the size of courses would generally be between 
about 25 places and 50 places. On this basis some 25 to 35 courses would 
be needed, many of them given at existing centres. More than one course 
might be given at some centres—as is done already at two centres in 
England. In some cases it might be difficult to organise practical work for 
the larger number of students at two-course centres. The difficulty would be 
lessened if such courses started at different times of the year; this would also 
reduce the risk of losing possible recruits. The administration of one or more 
courses should be the responsibility of a training centre committee. The 
committee would be responsible for devising a curriculum based on the 
national syllabus, and for staffing, premises, organisation of practical training 
and the welfare of students and would have the financial functions outlined 
below. They would be finally responsible for the selection of students, 
regardless of whether they had earlier been selected or sponsored by some 
other authority. No fixed criterion of selection need be set but fitness to take. 
the course and to practise afterwards should be the sole considerations. In 
addition to providing for a basic Health Visitor course for nurses, the com- 
mittee should consider the possibility of establishing integrated courses and 
would have to organise maternity courses and refresher courses, if necessary. 


377. The training centre committee should be in many respects the counter- 
part of the central training bodies. Its constitution would depend on local 
circumstances, but it should adequately represent local interests. Special 
arrangements would be necessary when full responsibility for training had 
been accepted by a University. The size of the committee should not be 
such that effective executive action would be difficult: as in the case of 
the central body some less direct interests might well be represented instead 


lll. REVIEW AND RECOMMENDATIONS 143 


on a panel of advisers. We should expect that the Medical Officer of Health 
and Superintendent Health Visitor of the local health authority most con- 
cerned would be ex officio members and would play a prominent part in 
the organisation of training. The committee should also include some repre- 
sentative of the teaching staff of the course. In the case of integrated courses 
a link-up with the Area Nurse Training Committee would be necessary. 


FINANCIAL ARRANGEMENTS 


378. At present the expenditure of local health authorities on training ranks 
for National Health Service grant (50 per cent.). The varying schemes of 
assistance to Health Visitor students similarly attract grant. The expenses 
of the examining bodies are met from fees, which in some cases are paid 
by students and in others by employers; the cost of—and therefore the 
arrangements for—examinations are necessarily limited by the fee that can 
practicably be charged to students. The ways in which expenditure is borne 
vary widely and lead to unfairness, both as between students and as between 
authorities. 


379. Central training funds should be established which should be financed 
by examination fees and by contributions from all local health authorities. 
Contributions should be related to population or be made on some other 
agreed basis which would distribute the cost of training more fairly among 
the authorities, whose expenditure in this respect would we assume rank 
for grant. The funds should be administered by the central training bodies, 
whose estimates would no doubt require to be approved by the government 
department concerned. 


380. The central training funds would meet the expenses of the central 
training bodies and training centre committees. They should also be used 
to cover the payments of standard training allowances by training centres 
to approved students. The amount of the training allowance should be a 
matter for negotiation in the appropriate Whitley Council but we should 
expect the arrangement to be on the following lines. Separate allowances 
might be necessary for those entering integrated courses and those entering 
post-registration courses. In the latter case we should expect the allowances 
to be not unduly below the starting salary of qualified staff. No charge would 
be made for tuition and allowances should suffice to cover all expenditure 
of the student other than the cost of examination fees and necessary books. 
Travelling expenses incurred in practical training should be refunded. Students 
attending a preliminary maternity course run by a training centre would be 
regarded for these purposes as having commenced Health Visitor training. 


381. An approved student would be one who had already been accepted 
for employment and had agreed to serve with a particular local health 
authority on completion of training or who gave a general undertaking to 
serve with a local health authority in special need of staff. The student 
would be able to select such an authority from a list maintained by the 
central training bodies on the advice of Government departments. It would 
of course, be open to students to take up training independently of these 
arrangements ; such students would not be restricted in their employment but 
would not benefit by training allowances or free tuition. 
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382. We have considered carefully whether approved students should be 
required to undertake service for a particular period. The suggested training 
allowance arrangements are generous, though not more generous than the 
situation demands. It is open to the sponsored student to select beforehand 
the area in which she wishes to work. Alternatively, if she is unsponsored 
she will have some choice of the area of shortage to which she might go. 
We recognise that in the last analysis service undertakings depend for 
enforcement more on honour than legal contract and that they have not 
always been successful in retaining staff for periods longer than the under- 
taking in some areas. Nevertheless, we think that it is in no way unreasonable 
to ask a student to serve for a period useful to the employing authority 
and that the great majority of students would willingly accept the obligation 
if the scheme were administered with understanding. We think that, as now 
is commonly the case, a period of two years’ service should be required. 
Whether or not students subsequently remain depends not on undertakings 
but to a large extent on the ability of the employing authority to provide a 
satisfactory career in their area. 


383. Refresher training and the secondment of staff for diploma courses 
should be the responsibility of the particular authority employing the staff. 
It might well prove necessary for the first few diploma students to be assisted 
by scholarships. 


CHAPTER XIV 
MANPOWER REQUIREMENTS 


384. The size of the Health Visiting force depends firstly on the numbers 
required to undertake the volume of work demanded of Health Visitors, 
secondly on the numbers available who have the required qualifications and 
thirdly on the possibility of attracting recruits. We shall be dealing with the 
last two points in a further Chapter. 


Case-loads 

385. Various bases have been used for the purpose of calculating Health 
Visitors’ case-loads. These have dealt with single aspects of the work only. 
For instance, in the case of maternity and child welfare the number of live 
births and the number of children under five years have been used. For the 
school health and tuberculosis services the basis has been a fixed number 
of children or patients. These figures have been based on common experience 
and would be a fair guide to the amount of routine work that one Health 
Visitor might expect to have to do in conditions as they have been in an 
average area for that particular aspect of the work. Some witnesses put 
forward tentative estimates at our request. One Health Visitor per 100 live 
births per year was suggested by two witnesses. One Heaith Visitor to 500 
children under five years was suggested by another, but another estimated 
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that the figure might be 1 to 450. It was suggested by one witness that 
1 to 700 infants and school children has been accepted in the past; others 
mentioned ratios of 1 to 1,500 school children or 4-6 Health Visitors to 
10,000 school children. A figure of 1 to 30,000 population for tuberculosis 
was said to have been satisfactory in one county area. It will be seen that 
these itemised estimates vary widely. Witnesses realised that a “family 
visitor’ would deal with all these problems and with a variety of others 
and some put forward estimates of the population with which such a visitor 
could deal. These were usually based on the itemised estimates and varied 
correspondingly. Their variety is best illustrated by indicating the approximate 
total number of Health Visitors that each estimate would require for Great 
Britain as a whole, with its population of about 50 million:—1 to 6,000 
(8,300 Health Visitors); 1 to 5-8,000 (10.000-6.250 Health Visitors); 1 to 
4,800 (10,400 Health Visitors); 1 to 2,500 (20,000 Health Visitors). The 
number of Health Visitors engaged in local health and education services 
and tuberculosis work in Great Britain according to our survey was about 
9,400 (including administrative staff), of whom 6,700 were qualified and 
2,700 were “ acting ” staff. Excluding home nursing and midwifery work done 
by some of these staff, they represented the whole time equivalent of about 
8,000 Health Visitors. This would represent a ratio of one Health Visitor 
to about 6,400 of the population. It will be apparent that estimates based 
on population are not only far from easy to make but also may be mis- 
leading. It may be assumed that no change in working methods or conditions 
was taken into account in framing most of the estimates, which might in 
fact have been larger in that case. Taking the figures at their face value, 
however, very different deductions would follow about manpower problems. 
For instance, taking the lower estimates, the problem would be partly one 
of replacing untrained staff and partly of making re-adjustments between 
the National Health Service and School Health Service ; this would call for 
a steady and slow expansion and little increase, if any, in training facilities. 
The higher estimates would, however, call for large-scale recruitment which 
would require wholesale re-organisation to be effective even within ten years. 
In the light of the evidence from all quarters of a shortage of staff and of 
our own view that the scope of the work should be expanded, we are 
satisfied that more staff must be needed. Though all these estimates are 
based on well-informed opinion we find it difficult to accept the lower 
estimates and we view the suggestions for very considerable increases with 
equal doubt. 


386. We did not gain much information from the experience of the 
authorities themselves. From our inquiries it was apparent that where an 
establishment had been fixed, it had sometimes been related to one of the 
bases we have mentioned. More commonly, it expressed a hope for the 
immediate future of recruiting staff or was purely arbitrary. No pattern 
emerged to suggest that establishments generally were closely related to the 
needs of the area; where the figure might be expected to be high it was 
often low and conversely. The actual number of staff in post also varies 
unpredictably ; no set of circumstances seems to guarantee success in 
obtaining and keeping staff. It is safe, merely, to assume that the great 
majority of employers want more—sometimes many more—staff than they 
have. 
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387. Despite the difficulties it is necessary to estimate approximately 
how many Health Visitors are needed to carry out with efficiency the duties 
we propose should be allocated to them. We can do this, of course, only 
within fairly wide limits since precise information about the needs of the 
population served is lacking and indeed it may be impossible to obtain valid 
data, so rapidly is the situation changing. The figures that result, though 
they may be useful for local consideration, cannot be regarded as necessarily 
valid for any particular area. Each local health authority has its own problem 
and accordingly, within obvious limits, its own set of social priorities. We 
think, however, that there would be a great advantage in a more uniform 
approach to the estimation of local needs than is now apparent. We suggest, 
therefore, that in each area an establishment should be arrived at that is 
based on a survey of ascertained needs, the approach to the problem being 
broadly on the lines proposed below. 


388. Though it is convenient to express the required numbers of staff in 
terms of a ratio of staff to population or number of families, we think it 
impracticable to attempt to describe needs in terms of either. Not nearly 
enough is known about the nature and needs of families as units, about the 
number of families which may be at risk or about the way in which risks 
are distributed among families. Like the witnesses who presented estimates 
to us, therefore, we still find it necessary to begin by considering individual 
risks. On this basis, some estimate can be formed of the number of staff 
needed to cover the sum of the risks in the country as a whole. We think, 
however, that the methods adopted by our witnesses need to be elaborated 
and we also make certain assumptions. Firstly, we think it necessary to 
assume that steps will be taken to improve conditions of working so as to 
reduce to the minimum extraneous demands on the time of staff and increase 
their effectiveness to the maximum. Secondly, it is important to establish 
a standard of work so that not more is demanded of staff than they can 
reasonably undertake. If insufficient time is allowed, the quality of the work 
must suffer and eventually the point must be reached when no effective 
contact with clients is possible. Government statistics and the Nuffield survey 
suggest strongly that that point must have been reached by many Health 
Visitors. Thirdly, it is not sufficient to rely solely on the traditional bases 
of estimation—maternity and child welfare, school health services and tuber- 
culosis. Other major classes of work with which the Health Visitor will be 
concerned must be taken into account and allowance made for new links 
with others in health and welfare work. 


389. In every area we assume that in future Health Visitors will have a 
recognised field as general duties staff and they will not be expected to 
carry out less than the full responsibilities in that field. On the other hand 
they will not be given a miscellany of odd jobs merely because they are 
handy. They need to work as teams in an area small enough for them to 
know it thoroughly and for other workers and the public to know them, 
with a proper working base, proper communications and proper transport. 
We have been impressed by the amount of time spent unproductively in 
travelling. Decentralisation and transport facilities can reduce travelling 
time ; minutes saved on each journey will add hours to the time available 
for visits. The use of a telephone may obviate many journeys altogether 
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(and much writing as well). Many Health Visitors spend much unproductive 
time at clinics and school sessions while engaged in duties that equally well 
could be done by others and that distracts them from their proper functions. 
Every effort must be made to avoid such wasteful practices. 


390. We base our assumptions on the volume of work that may be 
expected in a standard working week of forty-four hours, consisting of 
eleven sessions of about 34 hours (excluding meal times). We expect that, 
while the situation will vary from area to area and especially as between 
urban and rural areas, rather more time may need to be given to various 
commitments than hitherto. This would happen because the general duties 
staff will be covering not only maternity and child welfare but school and 
tuberculosis duties; they would make more of their contacts with clients at 
their clinic bases ; and they would be in consultation to a greater extent with 
general practitioners, hospital staffs and other workers. We assume that some 
five-elevenths of the Health Visitor’s time would be devoted to clinics, etc., 
in the local authority services, attendance at hospitals, ward rounds, case- 
conferences, discussions with doctors and others and routine office work. 
The remaining six-elevenths on average would be devoted to visiting. Home 
visiting is the key factor and we base our calculations on it. We have taken 
as an arbitrary unit a standard visit of 30 minutes, covering the time during 
which contact is made, associated travelling time and any other activities 
undertaken on the occasion of the visit. Obviously many visits would be 
shorter and a proportion of “no access” visits must always be expected, 
though we have made no specific allowance for them. If such a standard 
is assumed, a Health Visitor would know that she could devote at least 
that time on average to visiting one family for one immediate purpose and 
any others that might arise; she could, if necessary, spend some hours 
with a family without detriment to other clients. Our own survey suggests 
that on average 22°5 minutes were spent on each visit including associated 
travelling-time. A standard of 30 minutes is obviously not over-generous ; 
it represents possibly an average of 10 minutes more on each visit if some 
effort is made to reduce travelling time. The assumptions together indicate 
that on average—the pattern will vary with conditions—Health Visitors 
should be able to carry out with full efficiency some 42 visits to different 
households in a week. In a working year of 47 weeks—the present position 
—a total of 1,974 say 2,000 visits would be possible. 


391. We have next tried to estimate the total volume of work to be done. 
For this purpose we have considered first the principal clients with whom the 
Health Visitor will have to deal, viz., mothers, young children, school 
children and old people. We have assumed that, besides any immediate 
purpose which the Health Visitor may have, she would be concerned, as a 
family visitor, with any problem that affected any of these clients. Thus for 
these purposes she would be concerned, in the case of mothers and young 
children not only with advice about the health or ill-health of the children 
but with the mother’s own health and with any care she may need as a 
result of illness. Similarly all matters, however arising, that affect school 
children, including the prevention of tuberculosis, or the aged, are con- 
sidered to be aspects of the care of those classes of client. In addition, we 
have made estimates for two groups of adults—those not included in the 
special classes who are in need of after-care on discharge from hospitals 
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generally and tuberculous adults. A final class of clients—‘‘ miscellaneous ” 
—is included to cover visits for any purpose other than the above. A 
“miscellaneous” estimate must necessarily be arbitrary; we have made an 
allowance of 5 per cent. of all visits in this class. 


392. We have next estimated the proportion of each class that is likely 
to be at risk and determined frequencies of visiting to each class. These 
frequencies are arbitrary in two senses. Even where they have had regard 
to current practice, for example, in maternity and child welfare, allowance 
has had to be made for the additional work resulting from care and after- 
care and association with the family doctor. (We have not attempted 
to define a class of client needing the services of a general practitioner 
only ; it has been assumed that the latter may be concerned in any type 
of case. Regard has been paid, however, to the visits which a Health Visitor 
might make as a result of working in co-operation with general prac- 
titioners when considering the proportion of each class which might be 
visited by her and the frequency with which these visits might be made.) In 
all cases it is assumed that reasonable discretion will be exercised in selecting 
cases for visit and that visits will rarely be made simply as routine. 


393. For expectant mothers we have used the number of live births as 
a basis. It is assumed that contact will occur whether the mother is confined 
in hospital or at home. One visit is allowed for in respect of each expectant 
mother. 


In the case of children under five years we have arrived at a figure 
of about four visits per year per child, taking account of all incidents in 
the health and welfare of the child and the mother. We should expect that, 
as now, visiting will be much more frequent in the early years and taper 
off before the fifth year. For example, half of all children under one 
year may need some six visits, most of the rest may need up to twelve 
visits and a few may need really intensive visiting. Similarly, children aged 
one to two years may need three to eight visits and older children one or 
two visits a year or rather more in some cases. 


For school children we have assumed an average frequency of one home 
visit per child every four years. This would represent a considerable increase 
on present figures, because account must be taken of care and after-care 
in illness, moré attention to B.C.G, inoculation, etc., and development of 
services for the handicapped, especially child guidance. 


Tuberculosis in adults has been considered in three stages—pre-hospitalisa- 
tion and contact tracing, four visits; on discharge and one year thereafter, 
four visits; for each succeeding year so long as necessary, two visits. It has 
been assumed that the patient treated at home may need more frequent 
visits during treatment but fewer thereafter. 

In the case of the aged, figures are not easily assessable and nothing is 
known precisely about possible needs. Estimates are naturally arbitrary 
but we think our figures do not overstate the possibilities. We assume that 
needs may not arise before the age of 65, that they will not arise where the 
old person is still working and that needs will be less in the case of couples 
living together. We have assumed that those over 70 are usually not actively 
working. Old people in homes and hospital are excluded. For the aged we 
have taken a frequency of one visit a year to those over 65 without a 
partner (whether living entirely alone or with a family) and one a year to 
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twenty-five per cent. of. married couples (who are usually younger and 
capable of mutual support). The frequency would be intended to cover all 
incidents of old age. The volume of visiting resulting represents we think 
a large increase over what is now done, but this is obviously a field in 
which rapid development may occur. We have had in mind especially the 
trend of policy which seems strongly to favour measures to avoid the need 
to admit or re-admit the aged and chronic sick to hospital or to other 
institutions. We agree that care at home is to be preferred and believe that 
the Health Visitor’s work may greatly help to make this possible. 


Classes of clients other than the above may be in need of help on leaving 
hospital following an acute or chronic illness. Precise figures are not avail- 
able. We have assumed that the need for a single visit may be recognised 
in about one quarter of all discharges of clients not already mentioned. 
This is also a field in which rapid changes may occur. 


The resulting estimated totals for England and Wales under the various 
heads (based on the estimated population at 31st December, 1953) are shown 
in round numbers in the following Table. (Figures for individual items for 
Scotland. could not in all cases be pie in a form suitable for the 
present. purpose.) 


TABLE 15 
Prospective Volume of Visiting by Health Visitors, England and Wales 





England and Wales | Thousands 

Expectant mothers ... bat = ae eek oe 700 
Children under 1 year : on nor ee “ie 6,000 © 14.100 
Children aged 1 year and under 2 SRY Bar at Hi 3,300 f ? 
Children aged 2 years and.under 5 = wae nie sy 83 4,100 
School children sie ; 3 sg wil visi oe 1,600 
Old people ... ie cy ee ee te 2,600 
Tuberculous patients ‘(not otherwise counted) ae 319 cit 5 900 
Hospital after-care (not otherwise counted) a sn) See Se 400 
a0 Ors des yin 19,600 
Add 5 per cent. for miscellaneous visits Watt Sk: a3 ~ 1,000 

ys | 20,600 


The total of about. 20:6 million visits represents about a 60 per cent. 
increase on the total number of visits now paid by Health Visitors in England 
and Wales. The pattern is broadly the same as at present with rather more 
attention-paid to mothers and children of all.ages and much more to the aged. 
This is a natural result of concentrating attention on groups that. we now 
consider to be most vulnerable. In practice, developments may tend to alter 
this balance ; we do not think they are likely however to reduce the total 
volume considerably. 


394. Applying our standard of visiting (2,000 visits per year) to the total 
load of visiting (20°6 million visits), we arrive at an estimate of about 10,300 
staff for England and Wales. On the assumption that a sufficiently similar 
situation exists in Scotland, the number required there would be about 1,200. 
The target figure for Great Britain would thus be about 11,500. This figure, 
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of course, represents the whole time equivalent of the whole and part-time 
staff to be engaged in Health Visiting. The number of whole time staff (or 
their equivalent) needed to reach the target figure is obtained by subtracting 
from it the whole time staff equivalent of all staff now doing Health Visiting, 
i.c., about 8,000 (Appendix V). The deficiency would thus be about 3,500 
staff in all—3,350 in England and Wales and 150 in Scotland. 


395. This is not, of course, the whole of the story. In Scotland, for example, 
the estimate suggests that the number of Health Visitors is already reason- 
ably satisfactory and necessary improvements could be effected merely by 
reorganisation. It seems to us likely, in fact, that in certain areas the transfer 
of Health Visiting time from the school to the local health services would 
bring about an immediate relief of the pressure on the latter. It must be 
remembered, however, that a number of authorities already have a higher 
level of staffing than the target indicates would be needed on average (1 
Health Visitor to 4,300 population). Since the transfer of staff from the 
more to the less fortunate areas would clearly be impracticable, a correspond- 
ingly higher rate of recruitment would be needed in understaffed areas. 
Moreover, the estimates do not take account of the effect of continuing and 
expanding the system of combined work in those areas where it is now 
favoured. If, say, one third of the time of a combined worker is given up 
to Health Visiting, three staff would have to be trained to expand the service 
by the equivalent of one trained Health Visitor. 

396. In all areas account will have to be taken of the high proportion 
of unqualified staff (“acting Health Visitors”) employed in the various 
fields that we recommend should be unified. This is particularly true of the 
Scottish Counties and the problem obviously may arise in many areas in 
Great Britain in the amalgamation of school with other staff.. Often the 
existing “acting” staff will be giving valuable service as a result of their 
long experience. In some cases, however, it must be doubtful whether they 
will be fitted, even with some in-service training, for the full responsibilities 
of a general duties Health Visitor. It would clearly be unrealistic to dispense 
with the services of workers who can help in any way during a period of 
expansion and we advocate only that “acting” staff should cease to be 
engaged in future except with a view to early training. 

397. It will be clear that we do not regard our estimate of 11,500 staff 
as a precise measurement of the number of Health Visitors who will be 
needed at some point in the future. Rather we regard it as a reasonable 
target to aim at and we have no doubt that better statistics and estimating 
may indicate a higher or lower figure. It is also clear that the average ratio 
of Health Visitors to population deriving from it (1: 4,300) cannot be regarded 
as precisely applicable to any area of the country. In some areas, investiga- 
tion may indicate a higher figure and (more rarely) a lower figure may be 


appropriate. 
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CHAPTER XV 
THE PROSPECTS OF RECRUITMENT 


398. We think the full development of the Health Visiting service may 
take as long as ten years, partly because expansion must be limited by 
resources, partly because the local implementation of the principles we have 
recommended may prove to be a lengthy matter. Within this period some 
twenty per cent. of existing qualified Health Visitors in England and Wales 
and more in Scotland may have left the service. These may well include 
many of the present administrative staff. In our view the aim should be to 
reach the approximate establishment we have suggested within ten years. 


399. At present the number of students trained each year is around 640. 
The number of students has been fairly stable for the last three years but 
the total number of Health Visitors continues to rise slowly. To judge from 
the fall in the total number of dispensations to practise granted to “ acting ” 
Health Visitors by the Minister of Health, the increase is not due to a 
marked increase in “acting” staff. It is reasonable to assume that an annual 
entry of roughly 600 staff is sufficient to maintain the present numbers of 
qualified Health Visitors. To increase the total establishment by 3,500 in 
ten years, obviously more than 350 additional recruits would have to be 
taken in each year; it seems likely that at least 400 additional students 
would need to be recruited each year to cover losses among new staff over 


_ the period. In addition, we estimate that at least 100 places should be 


provided to take account of the retirement or transfer of “acting” staff and 


their replacement by qualified workers. The number of training places to be 
aimed at in the near future would therefore be: 


Places at 
Training Centres 
Replacement of existing Health Visitors ... $f as oe 600 
Replacement of “‘ acting ’’ Health Visitors ve ste zi 100 
Effective expansion ... ii 2 Bes oh 3 io 400 
1,100 


To reach our suggested target, therefore, at least 460 additional recruits, 
would be needed annually (taking little or no account of failures or wastage 
in training). 


THE RECRUITMENT POOL 


400. Most of our witnesses—even those who placed their estimates of staff 
numbers high—were pessimistic about the chances of recruiting more staff. 
Usually their doubts were based on general propositions about available 
woman power based on forecasts made by the Ministry of Labour and 
National Service. In fact the general woman-power position is not really 
significant in relation to Health Visiting for the numbers required are tiny 
in comparison with the total labour force, though it must be expected 
that there will be heavy competition for the much smaller number of women 
who would be suitable for Health Visiting. On the other hand there is 
encouragement in the rising figures of school-leavers, and particularly in the 
increase in the number of women reaching the age of eighteen years which 
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will begin to appear in 1960. This may be of significance if as we hope Health 
Visiting becomes a profession which girls turn to soon after leaving school, 
rather than after training for a different type of yak and perhaps.spending 
some years in. it. 


401, The main factors in the immediate future, however, are the require- 
ments that Health Visitors should be registered general nurses and should 
have a particular standard of general intelligence and aptitude. In the absence 
of special courses for intending Health Visitors embodying all elements in 
the training, recruitment depends largely on what happens.to the pool of 
general trained nurses. Many take the general qualification for some other 
professional purpose (e.g., to reach higher posts in other branches of nursing). 
Many leave to marry or take up other work. Some of these may be willing 
to train as Health. Visitors, but. we do not think it would be realistic to 
rely on these sources for any substantial number of suitable students. By and 
large we must rely on nurses and midwives in active practice. As to the 
nursing services: themselves, we understand the official forecasts of woman- 
power trends to imply that while the numbers entering nursing are not likely 
to rise they need not be expected to‘ fall. We: assume too that it will. be 
accepted policy at least to maintain and if possible to increase the number 
of nurses available by encouraging recruits to enter and trained staff to stay 
in a nursing occupation. Every effort will, therefore (and we think rightly), 
be. made to maintain the attractiveness of sick nursing as a career. It follows 
that for every nurse who leaves sick nursing a replacement. must be found. 
Since Health Visitors are drawn from among nurses, recruitment must largely 
depend on the numbers entering nursing to replace them. We estimate the 
total number of general nurses working at about 65,000 (including midwives 
who are nurses and excluding existing Health Visitors and the staffs of 
specialised hospitals, such as mental hospitals). Each year some 11.000 
additional names are placed on the Registers. At the same time we expect 
that about 10 per cent. of general nurses (6,500) will give up nursing. (This 
may be too low a figure in present conditions but there are signs that nurses 
are staying longer in hospital work.) Thus of the new entrants at least 6.500 
will be absorbed in replacement of nurses for the hospital and domiciliary 
services. Probably some 4,500 nurses therefore would be available annually 
to meet any expansion of those services and to staff other services, such as 
Health Visiting. We have estimated.that some 50 per cent. of nurses are likely 
to be qualified to enter Health Visitor training. What proportion of the 4,500 
available nurses would be so qualified must be problematical. It would not 
be safe to assume a figure any higher than the general average. Training 
centres are likely at most, therefore, to be able to draw on about 2,250 nurses 
annually to fill 1,100 places. It must be doubtful if they could succeed. It 
will, therefore, be essential to turn for recruits to those who have left nursing 
—not a hopeful prospect—or to those who have recently left school or 
University or who are already in employment. In both cases, Health visiting 
would be competing in the open market. Difficult as the manpower situation 
is, we think there are good chances of success if a determined effort is made. -' 


The Stimulation of Recruitment 


402. More needs to be done to bring to. the notice of potential recruits the 
value and possibilities of Health Visiting. A direct approach should be made 
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to the most likely sources by the local authorities, individually or through 
their associations, with the help of the Government departments concerned. 


403. The main source of recruits for some time, however, will continue 
to be trained nurses. An appeal is already made to this source by the Ministry 
of Labour and National Service through its Nursing Appointments Service. 
Local advertising of posts can be effective and most authorities already 
advertise in the nursing press. It is doubtful, however, if many nurses read 
such advertisements unless they are already seeking public health jobs. More 
effective and better co-ordinated advertising and publicity directed to trained 
nurses generally is clearly needed. The nursing press which already deals to 
an increasing extent with public health matters would be an admirable vehicle 
for general publicity. This might be backed by a central advisory centre, able 
to deal with queries and refer inquirers to the most suitable training centr | 
or employer. 


404. The smaller but we believe growing source of recruits who are not 
nurses must also be tapped. Publicity aiming at recruitment for nursing, 
midwifery or work in the social field should refer with proper emphasis to 
the attractions of Health Visiting as a career, whether entered as now through 
nurse training or in the future through integrated courses. It is particularly 
important that information about Health Visiting and the training facilities 
should be available to school-leavers. The Youth Employment Service and 
schools can give invaluable help in the course of their careers advice and 
vocational guidance work. 


405. Often recruits—whether already nurses or not—may be spittsiia: to 
come but naturally unwilling to wait for a training place, perhaps without 
other employment. Local authorities can help themselves by finding suitable 
employment for potential recruits in the interim. Nurses willing to take up 
Health Visitor training can often be found jobs in maternity and child 
welfare or school clinics until a training place is available. As integrated 
courses and a lower age of entry to Health Visitor training become more 
common, however, it will be more important to attract and keep the interest 
of school-leavers until they can take up training at a minimum age of 
eighteen years. Pre-nursing courses already help to bridge the gap between 
school and nurse training and some Health Visitor students may be drawn 
from this source. One employing authority at least, however, has found it 
useful, as do many hospitals, to find openings for potential students in their 
health services, till they can start training. Nursery nursing has also been a 
useful source of recruits. 


406. The organisation of courses should take account of the recruitment 
problem. The establishment of integrated courses is essential if an appeal 
is to be made for direct entrants to Health Visiting. It would be an advantage 
to stagger the commencement of courses generally through the year to avoid 
any gap between recruitment and training. 


IMPROVEMENT OF STATUS AND CONDITIONS OF WORK 


407. We are sure that the best recruiting agent is the Health Visitor 
herself ; and if each could persuade a nursing colleague to take up the work 
there would cease to be a recruitment problem. Health Visitors must 
be sure, however, that they know what they are offering and that it is in fact 
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attractive. Employers generally must offer a full range of work and a full 
measure of independence to staff. who should be answerable to their own 
immediate professional head, without constant detailed supervision. Recruits 
will thus know what is expected of them in whatever area they work. We 
have recommended a decentralised area basis of organisation with proper 
communications and means of private consultation. At the least, adequate 
transport is essential ; something must be wrong if in the aggregate as much 
time is spent in travelling as in visiting. In order to devote their fuil time 
to their proper work, Health Visitors must be relieved of all unnecessary 
duties and others, if necessary, engaged to do them. Chaperonage, clerical 
duties, food selling, minor treatments and inspections and other odd jobs are 
not health education and social advice and such duties should not be required 
of Health Visitors, merely because they can conveniently do them. This 
will often mean that staff other than Health Visitors will need to be engaged 
to undertake work of which Health Visitors ought to be relieved ; but this 
would be true economy. Finally, Health Visitors should not be expected to 
carry such a caseload or burden of automatic visits that they cannot carry 
out their work effectively to their full professional satisfaction. The needs 
of the area should be reviewed and the work and establishment of Health 
Visitors adjusted accordingly. 


FINANCIAL INCENTIVES 


408. It will be clear that we attach great importance to the purely 
vocational attractions of Health Visiting. Unless the vocational satisfaction 
is apparent, higher salaries will not alone attract suitable, competent and 
responsible staff, and it is useless to engage staff of lesser quality merely 
to make up numbers. We think it is true to say, moreover, that the sense 
of frustration that many Health Visitors feel was apparent long before 
new pay settlements altered their material prospects relative to nurses. 
Nevertheless, we are sure that the present salary arrangements are highly 
unlikely to attract suitable recruits in adequate numbers either from the 
schools, from the nursing and midwifery services or from other employments. 
It is not our function to consider salary scales in detail. This essential but 
unenviable task lies with the negotiating bodies. A glance at the variety 
of interests of which they must take account suffices to illustrate their 
difficulty. We recommend most strongly, however, that a review of salary 
scales should now be made in the light of the pressing problem of recruitment. 
It should not wait on the implementation of our other recommendations. 
We think the following matters are relevant to such a review. 


409. Health Visiting is not functionally comparable with any other seotens 
sional work at all points. Health Visitors, as such, do not practise sick- 
nursing and a functional comparison for salary purposes with the ward-sister, 
for example, is pointless. The Health Visitor’s training has not, moreover, 
quite the same objects as that of the social worker. The type of woman 
wanted is ideally one who might go far in either profession. In relation to 
nursing, it is the nurse whose general ability would enable her to attain 
or go beyond the rank of ward-sister who must be attracted. It would be 
from nursing that most recruits will be drawn for many years and the 
decisive factor is the requirement that part of the training shall be as a 
nurse. It seems to us therefore that the salary scale of the general duty 
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grade should be attractive to nurses who are capable of accepting respon- 
sibilities that would go with promotion to ward-sister and above. It is 
important that staff acting as Health Visitors without the qualification should 
have a positive incentive to take the training. The general duties scale 
therefore should clearly offer a definite advantage to the qualified Health 
Visitor. We hope that the trend will be towards an earlier age of entry 
than at present; eventually, we should like to see a majority of students 
entering before the age of twenty-five, though we do not, of course, con- 
template an artificial upper age-limit. For some time, however, recruits will 
have to be drawn from a rather higher age-group and consideration should be 
given to measures to attract older women whose earnings and responsibilities 
are correspondingly greater. 


410. The higher posts open to Health Visitors include those of super- 
intendent and deputy superintendent (of a local health or education authority 
service or, in a County, a divisional area), three grades of tutor and miscel- 
laneous posts carrying 2 small allowance for additional responsibility. The 
last named include the posts of centre superintendent, senior Health Visitor, 
senior tuberculosis visitor, senior school nurse, administrative assistant, etc. 
These posts no doubt fall largely to those whose career has been mainly in 
Health Visiting. In addition, Health Visitors can compete for posts as super- 
intendent and deputy superintendent nursing officers, in some areas, where 
one officer is responsible for nursing and midwifery as well as Health 
Visiting services. All the scales for higher administrative staff depend on 
the number of staff for whose work they are responsible. Thus super- 
intendent nursing officers have scales that are identical (with one exception) 
with those of Superintendent Health Visitors but since they are likely to 
be responsible for more staff they are likely to have higher salaries. At 
the other end of the scale, superintendents who have fewer than ten staff 
are ranked as senior Health Visitor with the responsibility allowance. 


411. On these arrangements generally we need only observe that the imple- 
mentation of our recommendations for unifying Health Visiting, tuberculosis 
visiting and school nursing services will eventually make a review necessary. 
We think further consideration may then need to be given to the basis of 
administrative salaries. It does not seem to us that the relation of scales to the 
actual number of staff superintended fairly reflects the responsibilities of 
senior staff, whose work depends on the needs of the area. If the needs are 
great the fact that there is a staff shortage or that other services are 
undeveloped may demand more not-less effort from them. It would be 
unsatisfactory to relate staff salary scales directly to population or to staff 
establishments in their present form. ‘We suggest that the methods we have 
outlined in Chapter XIV for arriving at an area staff establishment should 
eventually be adopted for salary purposes—improved as necessary. 


412. A new scale will need to be considered in due course for the 
group adviser grade which will occupy a position between the allowance post 
holders and the administrative staff. We have suggested that the grade 
should be considered to be on a par with the junior grade of tutor. Higher 
tutorial grades are already roughly on a par with those of superintendent 
Health Visitors of large authorities. We think there is merit in the principle 
of equating the salaries of tutors with those of field and administrative 
staff to facilitate interchange. Suitable tutors might thus have the oppor- 
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tunity if they wished to take for a time administrative or group adviser 
posts in order to refresh their knowledge of practical problems, while a 
period of responsibility for tutoring might be helpful also to administrators 
or group advisers. 

413. It has also been suggested to us that the field Health Visitors to 
whom students are attached for practical experience of visiting should have 
some reward for essential work that can be, properly done, an arduous 
task. We think that part of the time of such staff might be regarded as 
allocated to the training centre, which would pay a suitable allowance. The 
training centre would, of course, approve the Health Visitors taking part 
and would have to have opportunities for discussion with them of the way 
in which the work was to be carried out. 
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APPENDIX [ 


List of witnesses who submitted memoranda and gave 
oral evidence 


Employing Authorities 

Association of Municipal Corporations 

(*) Association of Education Committees 
Association of County Councils in Scotland 
County Councils Association 
Convention of Royal Burghs of Scotland 
Counties of Cities Association of Scotland 

(*) London County Council 

(*) Welsh Joint Education Committee 


Health Visitor Interests 


(*) Royal College of Nursing 
Scottish Health Visitors’ Association 
(7) Women Public Health Officers Association 


Medical Interests 


British Medical Association 
(7) British Tuberculosis Association 
(*) Society of Medical Officers of Health (English and Scottish Branches) 


Nursing and Midwifery Interests 


(*) Central Midwives Board 
(7) Central Midwives Board for Scotland 
(7) General Nursing Council for England and Wales 
(*) General Nursing Council for Scotland 
(°) Queen’s Institute of District Nursing 
Royal College of Midwives 


Social Welfare and Casework Interests 
Association of Psychiatric Social Workers 
Association of Children’s Officers 
Institute of Almoners 
Society of Mental Welfare Officers 
(7) Scottish Children’s Officers’ Association 
Scottish Welfare Officers’ Association (Mental Health Interests only) 


Training Bodies (See Note 1) 


(7) Royal Sanitary Association of Scotland 
Royal Society for the Promotion of Health (Royal Sanitary Institute) 
(*) Standing Conference of Health Visitor Training Centres Approved by the 
Minister of Health. 


Universities 


(7) Joint University Council for Social Studies and Public Administration 
(1) University of Hull 7 
(*) University of Southampton (Joint Board for the Training of Health Visitors) 


Nores: 1. The Counties of Cities Association of Scotland also represented Scottish Training 
Centres. ) 
2. Witnesses marked (') provided written memoranda only; those marked (*) gave 
oral evidence only. f ; 
3. Supplementary evidence was received from witnesses marked (3) following 
discussions. 
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174 APPENDIX 
APPENDIX VII (a) 


Survey of Health Visiting in Six Selected Areas 


AVERAGE TIME SPENT BY HEALTH VISITORS ON 
PARTICULAR ACTIVITIES DURING ONE WEEK’S WORK 


[Time in hours to one place of decimals] 
































Authority/Class and Number Travel- Other 
of Health Visitors Office ling | Visiting | Clinics | Intervals} Total 
CARDIFF 
General Duties ... woot MELO) 5:4 5-2 8-7 15-6 5°2 40-1 
Part-time specialists 
Paediatrics... saat eee) 52 10-4 93 8°3 6:0 39-9 
Premature babies ... (1) 7:0 6°4 14°3 8-3 5:0 41-0 
Average ... 6°5 8-4 11-8 8-3 5-3 40-5 
Whole-time specialists 
Psychiatric after-care... (1) | 10-7 4-8 12:1 12°8 4-9 45-3 
Diabetic and Cardiac | 
after-care ... wets SCR) 2°6 4-8 8-1 20-9 522 41-6 
Tuberculosis ... sey SC) 1323 5-4 6:9 8-8 6°5 40-9 
Mental defectives ... (1) | 12:3 4-0 9-4 2°3 15-8 43-8 
Average ... 977“ 478 9-1 11-2 8-1 | 42-9 
All Health Visitors woe (16) 6°6 5°5 9-2 13-6 5-9 40:8 
GLASGOW 
M. and C.W. _... xe hs) 5-2 6-1 9-2 13-0 6:1 39-6 
Tuberculosis... 1 o« ROD 7:9 ie 10:9 9-3 51 40-7 
Schools ... a es 0:9 oD 0-7 30°8 5:4 40-0 
Housing ... ee we (€4) 6:7 7:0 8-0 13-0 575 40-2 
All Health Visitors set (20) 5:3 9 8:1 14:9 52d 39-9 
NEWCASTLE | 
General Duties ... sols FO) 8-2 ee) 12-0 Te? 6:0 40-9 
V.D. Specialists... Pere ad (2) 9-7 9-4 12°57 7:4 6:2 45-4 
Schools ... a skemahe) 2°8 3-0 3:9 222 7:8 39-7 
All Health Visitors ... (12) 7°6 7:0 10°8 O74 6°4 41-5 
ALL CouUNTy BOROUGHS 
General Duties, M. and | 
CW. =. ee z.. | (33) 6:0 6:2 9-7 12°4 5:8 40-1 
Tuberculosis... ao) (6) 8-8 71 10°3 9-2 a3 40-7 
Schools ... <a Sot (6) 1-6 2°4 1-8 21:9 6:2 39-9 
Other Specialists s/t) Tet 7:0 10-0 10-9 6:5 42-1 
All Health Visitors ... (56) 6:2 6:0 9-0 13-4 5:9 40-5 
AYRSHIRE 
Qualified Health Visitors (9) 0:5 8-0 ei aie 4°8 4-9 39-1 
Acting Health Visitors... (10) 0:5 8:2 (a) 9°4 2°8 =I 40-7 
(b)14°-6 
All Health Visitors ... (19) 0:5 Soda) 91 3°83 Sé1 40:0 
(b)13-4 
GLAMORGAN 
General Duties ... wos (14) 1:5 6-9 10:7 15-5 4:9 39-5 
NORTHUMBERLAND 
General Duties ... woe + MOL) 7:4 4-3 10:3 12-5 Yor | 40-2 
ALL COUNTIES ... (44) 2685 6:8 15:7 9-7 5:2 39-9 
ALL COUNTY 
BOROUGHS (56) 6:2 6:0 9-0 13°4 5:9 40:5 
ALL AUTHORITIES ... (100) 4-6 6:3 12-0 11-8 5:6 40-3 





(a) Visits partly or wholly for health visiting purposes. 
(6) Midwifery and home nursing visits. 
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APPENDIX VII (5) 
Survey of Health Visiting in Six Selected Areas 


Notes for Health Visitors Keeping Diaries 
(1) Please enter your name, Authority and date on each sheet. 


(2) You may use as many sheets as you like. Start a fresh sheet each day. 


(3) Time [Column (J)]. Enter time of arrival and departure at office, clinic or 
visit as nearly as you can. Show also the duration of any intervals (meals, 
etc.). The interval between times of departure and arrival will be taken to 
be travelling time. Include any official activities out of working hours. 
Draw a line across the sheet after each item (visit, clinic, etc.). 


(4 


— 


Clinics, Office, etc. These should be shown in proper sequence with the 
visits. ‘The purpose of a clinic should be entered in column (2). The rest 
of the sheet Ggnoring columns) should be used to describe very briefly what 
you did and who was present. 


Se, 


(5) Visits. These include any contact with ‘clients’ whether in their homes 
or elsewhere but not at clinics. The content of visits is the vital part of the 
survey. 


(6) Object of Visit [Column (2)]. This is to show why you made the visit. 
Column 2 (a) shows the type of case. Column 2 (b) shows the type of visit. 
These are coded on the back cover. Please use this to help in classifying 
your visits. . 


(7) Brief Note on Case [Column (3) ]. What was the situation you found when 
you visited? What sort of family is it and what are its difficulties? When 
did you first visit this family and on what occasion? (Enter the family name 
for reference purposes.) 


(8) Problems Posed [Column (4)]. What problems were raised by the client 
(apart from any matter raised by you)? 


(9) Additional Problems [Column (5)]. What else came to your notice (apart 
from what is in Columns (2), (3) and (4))? What other medical, nursing, 
social or other worker was in touch with this family? 


(10) Action taken [Column (6) ]. What did you do or say at the time? (Put the 
appropriate column number against each item, if you can.) What did you 
note down for future action—further visit, reference to other workers, report 
to hospital or public health department, consultation? 

(“‘ Family ”’ is to be taken in a wide sense, e.g. include persons living alone.) 
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List of Tables in the Text 
Table 


. Numbers of Health Visitors employed 

. Percentage of Qualified and acting Health Visiting staff in certain age ranges 
. Civil status of Health Visiting staff. (Percentages) ... 

. Fractional Specialist duties carried out by Health Visiting staff 

. Home Visiting duties allocated to Health biaiiaes staff. Spain of 


total staff) 


. Percentage of Health Visiting staff engaged on certain duties 

. Percentage of time of Health Visiting staff spent on certain duties 
. Staff engaged in the School Health Service 

. Staff engaged in tuberculosis visiting and clinic duties 

10. 


Health Visitors engaged on other home es duties and whole-time staff 
equivalent Wy a oe iQ bad he 


Percentage of school nursing staff engaged on certain duties 


Analysis of diaries. Travelling time. Number of journeys falling within 
certain time-ranges a Re a sa a te age 


Analysis of diaries. Percentage of visits falling within certain time-ranges 


Analysis of diaries. Subject-matter dealt with at visits in relation to 
clients i tm whe : ui igi 


Prospective Volume of Visiting by Health Visitors. England and Wales 


i79 
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47 


47 
48 
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50 
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55 
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59 
61 


64 
66 


70 
149 


SUBJECT INDEX 


Main subjects are classified alphabetically. 


Subsidiary subjects are classified in the order in which they are first mentioned 


in the report. 


Paragraph numbers in Part III (Review and Recommendations), are in heavy type. 


“ ACTING” HEALTH VISITORS 
Nuffield Report, 140, 146. 
definition used in inquiry, 148. 
Working Party statistics, 149-178. 


present and future position, 152, 396, 
399. 


in combined work, 327, 329. 


AGED, GENERAL CARE OF 


Health Visitor’s role, 22, 30, 311. 
in general practice, 56, 307. 


ANCILLARY WORKERS 
in school health service, 98, 297. 
in clinics, 98, 322, 334. 
Nuffield Report, 145, 146. 
Working Party statistics, 165. 
generally, 407. 


AREAS VISITED BY WORKING PARTY 
(see also Surveys) 


general, 101, 102, 310, 332, 
views expressed in, 103- 128. 


CARE AND AFTER-CARE 


(see General practice ; 
culosis). 


Hospitals ; Tuber- 


CHILD GUIDANCE, 299. 
CHRONIC SICK, 21, 56, 307. 


COMBINED WORK 
definition, 51. 
opinions as to, 52-54, 
training for, 81, 395. 


in areas visited by Working Party, 103, 
124. 


Working Party statistics, 169. 
review and recommendations, 327-329. 


COMMUNICABLE DISEASES 
(see also Tuberculosis), 31, 35, 303. 


CONDITIONS OF WORK 


(see also Ancillary workers ; 
week). 
office and other facilities, 60, 128, 320, 
321. 
a factor in recruitment, 97, 128, 407. 
salary review, 97, 408-413. 
travelling time, 98, 143, 182, 183, 319. 


Working 


views in areas visited by Working 
Party, 128. 

a factor in establishments, 292, 385, 
388, 389. 
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EXAMINATIONS 
(see Training and examination systems). 


** FAMILY VISITOR ” 


evidence of opinion, 70-76. 

family coverage of Health Visitors, 
135-137, 307. 

general considerations, 289, 291. 

Health Visitor as “common factor,” 
314-316. 


FIELD OF WorK OF HEALTH VISITORS 
opinion generally, 21-76 passim. 
maternal and child care, 28, 294-296. 
tuberculosis services, 36-41, 303, 334. 
school health service, 42- 50, 298-299, 
general practice, 55-65, 307, 330, 332. 
hospital after-care, 61- 65, 333, 334. 
further extension to be considered, 70- 

76, 335. 
in areas visited by Working Party, 102. 
the aged, 311. 
the handicapped, 312. 
mental deficiency, 313. 
need for recognised scope, 319, 389. 
development period, 398. 


FINANCIAL ARRANGEMENTS 
assisted training schemes, 96, 280-283, 
380-382. 
grant-aid to service, 280, 378. 
new central training funds, 379, 380. 
further training, 383. 
staff salaries, 408-413. 


FUNCTIONS OF HEALTH VISITORS 

health education, 25, 45, 293-295, 297, 
302, 307, 335. 

“social advice,” 
335. 

distinguished from social case-work, 25, 
72-74, 336. 

family welfare aspect, 25, 30, 76, 293. 

employment in clinics, 29, 38-40, 107- 
109, 144, 145, 159, 186, 322, 325, 
334. 

in communicable diseases, 31, 35, 37. 

“group education,” 34, 45, 299. 

relief of unnecessary functions, 46, 
296, 297, 322. 

as reflected in surveys, 191-196, 
25k: 

co-operative aspect, 293, 323. 

distinguished from school nursing, 297. 


25, 293, 297, 302, 307, 
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FUNCTIONS OF HEALTH VISITORS—cont. 

“reconnaissance and close support,” 
310, 330. 

mental hygiene a functional aspect, 
310, 357. 

“common factor,’ 314-316. 

not nursing or purely social, 318, 326, 
330 


development period, 398. 
reflected in salary reviews, 409. 


GENERAL DUTIES 


definition and scope, 22, 48-51, 319- 
321. 

difficulties, 112, 337. 

number of staff, 132, 133. 


GENERAL PRACTICE 


evidence of British Medical Associa- 
tion and Society of Medical Officers 
of Health, 56, 59. 

other witnesses, 57-60. 

in areas visited, 119-124. 

care and after-care, 304, 305, 333. 

developments in relation to preventive 
services, 305-307. 

role of Health Visitor, 307, 330, 331, 
358. 


GROUP ADVISERS 


field and functions, 339. 
University diplomas, 367. 
interchange with tutors, 368, 411. 
salary scale, 411. 


HANDICAPPED, CARE OF 


handicapped children, 299. 
handicapped adults, 311. 


HEALTH VISITING SERVICE 
origins and development, 1-14, 285. 
in present welfare setting, 15, 16, 284- 
288. 
general pattern indicated by statistics, 
131-137. 
review of problems, 289-292. 


HOSPITALS 


and general practice, 62, 304, 305, 333. 
hospital staffs and Health Visitors, 63- 


65, 333. 

after-care specialists in areas visited, 
112-118. 

tuberculosis as pattern of development, 
304, 334. 


INTEGRATED COURSES 
importance and purpose, 361-364, 406. 


MAN-POWER REQUIREMENTS 
existing case load basis, 385. 


information from local authorities, 386. 


suggested revised basis for estimates, 
387-394. 

estimated requirements, 394-397, 399. 

recruitment pool, 400-402. 
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MATERNAL AND CHILD CARE 


(see also Field; General practice; Hos- 

pitals ; Midwifery). 

continuing importance and changing 
emphasis, 28, 76, 286, 294, 295. 

selective approach, 28, 296. 

hospital after-care in areas visited, 114- 
116. 

Government statistics, 133, 137. 

Nuffield Report, 142, 144. 

Working Party statistics, 160, 162-164. 

analysis of diaries in surveys, 191-196. 


MATERNITY 
functions of midwives and Health 
Visitors, 27, 65, 324, 325. 
midwifery training, 80, 341, 342. 
special maternity course, 343-345. 


MENTAL DEFICIENCY, 22, 32, 308, 313. 


MENTAL HEALTH (HYGIENE) 
mental illness, 22, 32, 308-310, 357. 
mental hygiene and Health Visitors, 22, 
32, 88, 310, 357. 
in maternal and child care, 28, 295. 
work in areas visited, 117, 118. 
new aspect of family welfare, 288. 


MENTAL ILLNESS 
(see Mental health (hygiene)). 


METHOD OF INQUIRY 


general approach, 16-19. 

taking of evidence, 20. 

areas visited, 100, 101. 

statistical material, 129, 147; 148, 157, 


23d. 
surveys of Health Visiting, 179-181, 
197, 198. 
MIDWIFERY 


(see Maternity). 


NUFFIELD PROVINCIAL HOSPITALS ‘TRUST 
REPORT 


basis of Working Party inquiry, 15. 
summary, 138-146. 
“no access” visits, 184. 


NURSING AND NuRSE_ TRAINING 
(see also Training of Health Visitors). 


nurse training and health visiting: 
evidence, 77-79, 346-350. 

home nurses, 326. 

combined work, 327-329. 

hospitals, 333. 

nurse training in 
361-364. 

pre-nursing courses and cadet schemes, 
495. 


ORGANISATION OF HEALTH VISITING 
in School Health Service, 48-50, 98, 
297, 300, 301. 
in relation to general practice, 59, 60, 
331, 332. 


integrated courses, 
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SociAL WorK ASPECTS 


ORGANISATION OF HEALTH VISITING—cont. . 
(see also Functions—Younghusband Com- 


multiple visiting, 67-70. 


area organisation and facilities, 98, 99, 
319-321, 323. 

observations in Nuffield Report, 146. 

in maternal and child welfare, 296. 

administration, 318. 

combined work, 329. 

in relation to hospitals, 333-335. 

co-operation with social case workers, 
336. 

group advisers, 339. 

interchange with teaching staff, 368, 
411, 413. 

development period, 398. 

senior posts, 410, 411. 


mittee). 


changing welfare setting, 15. 

“Family visitor,” 66-76, 314-316. 

criticisms of training, 78, 79, 90, 91. 

views in areas visited, 125, 127. 

social workers in comparable fields, 
ti2; 

“ psycho-social” visits, 191-196. 

general views summarised, 290. 

‘*‘ social advice,” 293. 

mental health, 309. 

aged and handicapped, 311-313. 

Health Visiting distinct, 318. 

after-care, 333. 

case-work and Health Visiting, 335, 


PusLic HEALTH NURSES, WORK OF 336. 


(see Nuffield Provincial Hospitals Trust in health visitor training, 356. 
Report). 
SPECIALISATION 
definition, 33. 
opinions as to, 34. 
tuberculosis, 35, 39. 
other forms of after-care, 64. 
in areas visited, 112-118. 
Working Party statistics, 154-156, 168, 
170 


QUALIFIED HEALTH VISITORS 


Regulations relating to, 12, 94, 272, 
305, 373, 399. 

need for in tuberculosis work, 40, 303. 

register of qualified staff, 93, 373. 

definition used in inquiry, 148. 

Working Party statistics, 149-178. 

combined workers, 329. 

midwifery qualification displaced, 345. 

nursing qualifications, 347, 359. 

certificates of qualification, 372. 


visits by specialists (surveys), 185, 189, 
195 


in Cardiff, 304. 
to be deprecated as, a rule, 337; 


STATISTICS 
RECRUITMENT OF HEALTH VISITORS 2% 
relevant Government statistics, 130- 


opinions as to factors in, 95-99. 137. 


students’ reasons for entry, 262. Ben ey es 5 ; 
recognised field, a factor in, 319, 389. ‘os ee inquiry, 147-178, 256 


development period for, 398. . i gt cit 
sources of, 400-402. ares eds diaries in areas surveyed, 
stimulation of, 402-409. ¢ 


salary aspects of, 408-413. STUDENT HEALTH VISITORS 


age of entry, 82, 361, 362, 400, 405, 
406, 409. 
selection ; qualifications, 83-85, 263-270, 


ScHOOL HEALTH SERVICE 
(see also Field; Functions; Organisa- 


tion). 

evidence of opinion about, 42-50. 

ancillaries, 43, 98. 

in areas visited, 104. 

Government statistics, 136. 

Nuffield Report, 138-146. 

‘Working Party statistics, 155, 160, 166, 
173-178. 

analysis of diaries in surveys, 191-196. 

recommendations, 297-301. 


SCOTTISH HEALTH SERVICES COUNCIL 


Committee on training of Health 
Visitors, 19. 


353, 377, 401. 
Working Party statistics, 256-261. 
reasons for entry, 262. 
estimates of future quality, 263-270. 
tutelage on appointment, 353. 
future numbers, 398-401. 


SURVEYS OF HEALTH VISITING 


in relation to visits to certain areas, 
101. 

analysis of diaries in surveys, 179-196. 

observers at surveys, 197. 

views of observers at surveys, 198-254. 


‘TRAINING AND EXAMINATION SYSTEM 
(see also Financial arrangements). 
opinions as to, 93, 94. 


SENIOR POSTS 
(see also Group advisers ; Tutors). 


numbers and distribution, 161. 
further training, 365, 366. 
association with training, 377, 412. 
re-organisation, 419. 


Royal Society for Promotion of Health, 
95.) 273% 3755 

training centres, 256, 276-279, 376, 377. 

esqeionen arrangements, 273-275, 
72, 


INDEX 


‘TRAINING AND EXAMINATION SYSTEM—cont. 


Royal Sanitary Association of Scot- 
land, 274, 375. 


principles of organisation, 369, 370, 
S72. 

central training bodies, 371-375, 379, 
380. 


TRAINING OF HEALTH VISITORS 
(see also Nursing; Maternity). 


for combined work, 81, 395. 
criticisms of content and methods, 86- 


91. 

length of training, 90, 91, 96, 276, 360, 
362, 363. 

role of Universities, 92, 93, 367, 368, 
370. 


views in areas visited, 126, 127. 

as distinct from preparatory training, 
340, 351, 354. 

principles and future content, 352-358. 

integrated training, 361, 363. 

a field for experiment, 363, 364. 

further training, 365, 366, 383. 

group advisers and tutors, 367, 368, 
383. 

development period, 398. 

association of teaching and field work, 
411, 412. 


"TRAVELLING TIME 
(see Conditions of work). 


"TUBERCULOSIS 


nature of duties, 36-40, 303. 
need for qualified staff, 40, 303. 
in areas visited, 105-111. 
Government statistics, 131, 132. 
Nuffield Report, 140, 142. 
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TUBERCULOSIS—cont. 
Working Party statistics, 148-150, 
156, 160, 167, 168. 
pattern of hospital after-care, 304, 334. 


153; 


TUTORS 


need for quality, 91. 
functions and training, 368. 


interchange with group advisers, etc., 

368, 411. 
VISITING 

to mothers and children, 28, 286, 296, 
392, 393. 

to school children, 47, 297. 

multiple visiting; avoidance, 66-70, 
323. 


Government statistics, 132, 133. 

subject matter of visits, 133, 134, 142, 
191-196. 

Nuffield Report, 142, 184. 

Working Party statistics, 154-176. 

““no access” visits in surveys, 184, 185, 
390. 

length of visits in surveys, 185. 

initiation of visits in surveys, 187-189. 

in communicable diseases, 303. 

scope in general practice, 307. 

“standard” visit, 390. 

estimated future volume, 390-393. 


WORKING WEEK 
according to Nuffield Report, 141, 142. 
relative time spent in visiting and 
clinics, 159. 
time spent in various fields, 160-172. 
analysis of diaries in surveys, 182, 183, 


186. 
assumptions for staff estimates, 390. 
YOUNGHUSBAND COMMITTEE ON SOCIAL 


WorKERS, 16, 291, 336. 
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